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no increase in price 


The. treatment of | 
asthma resolves itself. 
into a. consideration 

underlying factors 
and causes. Often 
in ASTHMA the under- 
lying cause is not. 
discoverable or changes from time to time—now 
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competition, because .of its high irritant. dusts, now bacterial infection, etc. The. s 
2 .. underlying factor is fortunately always the same— a 


we were able to drastically reduce. 
our price from 6/6to 3/-per dozen. 
Today, when foreign competition 
is withdrawn, our policy remains 
unchanged — the bighest quality 
possible...the lowest price possible. 


SWANN MORT 


’ Thus sometimes causative agents can be removed 
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; (Reported from a Military Hospital 


‘During the past two years we have observed a remarkably 
heavy incidence of bronchial asthma among patients admitted 
to this hospital. Investigation resulted in the following pre- 
liminary observations: 

1. A certain proportion of asthmatic patients showed a high 
degree of eosinophilia, ranging from 40% to over 80%. 

2. These cases rarely gave a previous history or family history 
of asthma or other allergic manifestation. 

3. The existence of alimentary parasitism, a common tropical 


“a q cause of eosinophilia, was excluded by the usual pathological tests. 


4. The response to treatment by antispasmodics, vasodilators, 
iodides, opiates, and other sedatives, autohaemotherapy, and, in 


4 severe cases, oxygen by inhalation and by subcutaneous administra- 
>}, tion, intravenous adrenaline, lumbar puncture—if of temporary 


7 benefit to the patient, and even dramatic in status asthmaticus—was 


sit) unsatisfactory as regards more permanent control of the condition 


Despite relief from symptoms, the eosinophilia persisted, and 


al the patients were returned to duty, sometimes in a lower medi- 
ye cal category, but mostly to be referred back again and again 


to hospital with recurrences of asthma, until their ultimate dis- 


7 posal was decided by a medical board who pronounced them 


unfit for further military service. For the period June, 1942, 
to June, 1944, bronchial asthma was responsible for 48% of 


yj tespiratory cases and 21% of all cases invalided out of the 


4 Army through the medical division of this hospital. 
There seemed no alternative disposal for these cases at the 
a. time, and when the subject was discussed at a meeting of the 
‘Clinical Society of this hospital about ten months ago, 
Major T. R. Jansen, C.M.C., drew our attention to a refrac- 
tory case of asthma in a civilian patient with massive eosino- 
i Medical Entomological Department. This case had shown 
the presence of mites in the sputum, and the patient . had 


FE philic leucocytosis which had been investigated by the Civil 


M1 made a remarkable recovery on treatment by administration 


of pentavalent arsenic. This brought to our notice the 
@ esearch being carried out at the Ceylon Entomological Depart- 
ment by Carter, Wedd, and D’Abrera, who have since (1944) 
pu an important paper on their preliminary observations 
| occurrence of mites in human sputum and their possible 
Significance. These observers have recovered from the sputum 
Wy of 17 out of 28 patients suffering from respiratory complaints 
| Various types of mites, including species of the genera Tyro- 
wi glyphus, Tarsonemus, Carpoglyphus, Glyciphagus, and Chey- 
Fletus. These mites were species commonly present in stored 


i. 4 products, dust and debris of houses, shops; and stores, etc. 


Arsenical treatment was found to reduce the numbers of mites 
‘in the sputum and, in three cases with eosinophil counts of 
638%, 42%, and 66%, to decrease the eosinophilia, with 
1 improvement in the respiratory condition. That the work of 
Carter, Wedd, and D’Abrera constitutes a significant advance 
m in the study of the pathogenesis of certain respiratory dis- 
Orders seems evident to us from their preliminary report and 


ACARIASIS: A POSSIBLE CAUSE OF 
E. SOYSA, M.B.Lond., M.R.C.P.Ed. 

Major, C.M.C.; Medical Specialist, Ceylon Army Command 
AND 


M. D. S. JAYAWARDENA, 
Capt., C.M.C.; Medical Specialist, Ceylon Army Command 


from the application of their methods of investigation to the: 


ASTHMA 


L.R.C.P.&S.Ed., L.M.S.Ceylon 


in the South-East Asia Command) 


study of a series of cases of asthma with marked eosinophilia 
among soldiers under our observation. 


Investigations 


Our own investigations, which make no claim to complete. 
ness in scope or detail, were prompted by a search for some 
effective means of control over the number of asthmatic cases 
being invalided out of the Army, and were directed chiefly 
towards the aetiological significance, if any, of occupation and 
environment in relation to the precipitation of this asthmatic 
syndrome, and towards the therapeutic merits of arsenic in 
effecting a durable degree of recovery that might enable these 
asthmatic soldiers to be returned as fit for duty. Our series 
of cases comprises, up to the present, Ceylonese soldiers from 
various regimental units who were admitted to hospital with 
asthma associated with an eosinophilia of over 4,000 per c.mm. 
The patients were kept under observation in a special ward with 
facilities for careful supervision of the examination and treat- 
ment carried out during this investigation. Discharge from hos- 
pital was decided, not by the clearing up of the asthmatic con- 
dition alone, but by the return of the eosinophil count to a 
satisfactory level. 


Each patient’s history was carefully scrutinized with special 
reference to any pre-existing personal or familial tendency to allergic 
diathesis as might be indicated by manifestations, of hay-fever. 
urticaria, eczema, or migraine, in addition to asthma itself; pulmon- 
ary tuberculosis and other respiratory diseases;’ cutaneous and 
intestinal affections attributable to parasitie infestation; and blood 
diseases. Special attention was directed towards the patient’s 
occupation and environment in a search for such factors as might 
expose him to inhalation of a mite-laden atmosphere. 

Pathological data were collected from investigations which included 
the following: (1) Examination of blood for leucocytosis, eosino- 
philia, and alterations in the erythrocyte sedimentation rate. Differen- 
tial counts were carried out daily by the method of 1,000-cell counts. 
(2) Examination of faeces repeatedly for ova, cysts, parasites, and 
Charcot-Leyden crystals that might indicate intestinal infection or 
infestation. (3) Examination of sputum for B. tuberculosis repeatedly. 
and by special technique for mites. 

The examination of sputum for mites is a prolonged and tedious 
procedure involving special methods of preparation of the specimens 
and rigid precautions against contamination of the material by mites 
from extraneous sources. Twenty-four-hour specimens of. sputum 
were collected direct in rubber-stoppered flasks and large test-tubes 
which had been specially prepared by thorough washing and flushinge 
in running water to ensure adequate decontamination; the stoppers, 
which had been similarly decontaminated, were removed by the 
patient and held in his hand just long enough to permit the expector- 
ated sputum to be discharged into the vessel, which was immediately 
re-stoppered tightly. The preparation of the ‘sputum for examina- 
tion was carried out according to the method described by Carter, 
Wedd, and D’Abrera. 


“The fresh. sputum was treated in the first place with an equal 
quantity of 1% potassium hydroxide; this was shaken and allowed 
to stand until the muco-purulent material had disintegrated. After 
a few hours, when the mixture had become more or less Ciear,; 
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from 5 to -10 drops of Loeffier’s alkaline methylene blue were imposed during treatment, the “ordinary diet” of the how. . 
added and the solution again shaken. Formalin sufficient to give pital regime being allowed in every case except during febrile 
a 10% concentration was then introduced and the mixture left periods, when “ milk diet ” was substituted. 
until next morning (18 to 24 hours). The mixture was then 8 
centrifuged and the supernatant fluid drawn off; the deposit was Case Records wi 
examined wate Our present series comprises 30 patients, representing various {| ™ 
Throughout this entire procedure scrupulous precautions have to — military units: Army Service (10), Engineers (5), Artillery (@, | all 
be adopted against contamination of the sputum with mites from Infantry (2), Medical Corps (3), Signal’ Corps (1), Military dy 
outside sources The material~has to be systematically searched Police (2), Pioneers (1). For considerations of s : 
under the microscope for the presence of mites, and the examination hi F ialttnins b bul ¢ 
of a few smears, as for tubercle bacilli, is not sufficient for this pur- case histories are not reproduced here, but a tabulated analysis wai 
pose. The amount of labour and time involved in this procedure of the more significant positive findings is appended instead { ma 
will be evident. together with notes on the aetiological, clinical, rathological, im, 
For radiological study of the course of the cases, skiagrams of and therapeutic observations recorded during our investiga- tio 
the lungs were taken on admission of each case to the ward and _ tion. | an 
Tabular Analysis of Cases ‘ iar 
Age i oF Occupation, Duties, Envi 
(Years) | (Mths.) | (Prior to (Prior to Onset of Asthma) Initial Report “| the 
Admi Per Per | Per Per | Per | Per Routine Th 
c.mm. | ¢.mm. | cent.| c.mm. | cent.|c.mm. | _ (Days) | (Days) blo 
1 18 3 3 weeks | Ration store sentry 37,000! 7,000 | 73 |27,010] 4 | 280 | Mites + 24 10 4 all. 
2 38 16- 8 months | Quartermaster’s store clerk 28,000} 8,000 | 62 | 17,360 3 240 oS 30 16 f 
3 28 18 | 3weeks | Grocery store salesman 5,000} 7,400 | 48 | 7,200} 9 | 666 tot il 28 9 
4 32 18 3 months | Ration store steward 13,200} 6,400 | 81 | 10,692) 9 576 | Mites not seen 30 14 ~¢ con 
5 42 19 Ration truck driver 17,000 | 6,800 | 63 | 10,710} 11 | 748 | Not examined 21 10 
6 26 11 Ration store orderly 16,000 | 7,000 | 70 | 11,200] 8 | 560 | Mites + 30 1g. { ate 
7 26 yr 3 years General store salesman 15,000 | 6,800 | 56 400 5 340 | Not examined 33 9 a fe 
8 29 6 wee Tinker; petrol service depot 16,000 | 7,000 | 70 | 11,200 5 350 | Mites not seen 40 18 
9 | 2% 12. | 2years | Ration truck driver 14,000 | 7,600 | 56 | 7:840| 3 | 228 | Mites + 14 26. of 
20 22 $s Quartered in hut near ration store | 14,200] 6,800 | 58 8,236 5 340 is; fae 12 25 and 
26 3 A Quartered in hut near ration store | 15,400} 8,100 | 80 {12,320 4 324 | Mites + + 15 20 
19 27 3 months | Ration store sentry 0,600} 8,800 | 59 6,254] 10 889 | Not examined 16 24 ‘ N 
26 26 6. weeks Quartered in disused ration store 19.200 | 6,400 38 7,296 6 384 | Mites not seen 31 24 disc 
19 - 24 7 months | Ration orderly in cookhouse 16,400} 6,500 | 54 8,856 7 455 - a oh 33 + 2% x 
18 12 Ration-loading orderly 20,000 | 7,000 | 46 9,200 5 359 ag 20 33 tion 
26 Carpenter 17.000| 6,400 | 54 | 10,880} 5 | 320 | Not examined 19 alin 
23 30 Ration-loading orderly 10,200 | 6,400 | 56 | 5,712] 6 | 384 | Mites + il 
27 18 4 weeks Ration store and cookhouse orderly | 15,400} 6,400 | 54 8,316 2 128 | Not examined 18 17 mile 
21 42 1 year Pack and linen store orderly 16,000 | 7,800 | 46 360 4 312 | Mites + 14 20 . 
27 60 | 3weeks | Ration truck duty 18,000 | 8,000 | 57 | 10,260] 5 | 400 | Mites not seen | 10 17 gic 
29 24 5 months | Quartered in hut near ration store | 28,000{/ 7,600°} 62 | 17,360 3 228 | Not examined 24 6 occl 
22 > 30 years Quartered in hut near ration store {| 17,200] 7,100 | 33 5,676 3 213 | Mites + 24 27 
23 29 48 1 month ‘| Ration store orderly 11,000} 6.900 | S50 |. 5, 4} 276 po» 10 19 
24 22 2 weeks Quartered in hut near ration store | 27,000} 8,000 | 76 ; 20,520 . red Mites not seen 13 10 | 
25 32 24 1 month Ration store and cookhouse ly | 24,200} 7,600 | 70 940 4 Not examined 8 20 H 
26 32 24 2 weeks Ration transport orderly 18,600} 7,000} 38 3068 5 350 | Mites not seen 10 23 : 
27 23: 11 1 year Grocery store salesman 14,800} 7,000 | 72 | 10,656) 7 490 | Not examined 13 20 cosi 
28 28 2 months | Ration-loading orderly 23,000] 7,200 | 62 6 432 - a 8 20 e0Si 
29 20 24 ee Quartered in hut near ration store | 25,000} 7,000 | 70 | 17,500 7 490 | Mites not seen 14 18 f 
30 30 Ration store orderly 11,800 | 6,800 | 38 3 | 204 14 8 Ton 
‘conc 
abso 
repeated before discharge. Some of the patients were similarly Aetiological Observations appr 
examined during the course of treatment and the progress of their total 
pulmonary condition observed by means of the altering appearances The ages of the patients ranged between 18 and 42 years, there 
of the serial skiagrams. and their periods of military service varied from 3 months fo , 
_A daily clinical check was maintained on the patients throughout 5 years. With the exception of Nos. 14 and 19, who had =e 
the period of- observation with the object of noting any relation Suffered from lobar pneumonia, none of the patients gavea) Per ‘ 
between the degree of intensity of the asthmatic condition and that history of having been affected by any respiratory ailment other the 
of the eosinophil count. While such clinical features as tempera- than that under investigation. Two patients (Cases 5 and 2I)) final 
ture, pulse rate, or eosinophil count could be accurately measured had been treated for mild attacks of dysentery of unspecified cell « 
nature. None of the others gave a history of any intestinal } The 
’ i noa 
obviously do not lend themselves to similar methods of recording. of a su 
However, an attempt was made to record the variations in the Clated With cosinoplinia. alaria figured in the past Ist - treat 
clinical course of each case by means of a block graph which served - Of 7 patients. (Cases 5, 11, 12, 14, 16, 20, 22), but not in amy "eat 
to provide a rough chart of the relative severity of the asthmatic prominent degree. There’ was no evidence of any tendeng Xam 
condition from day to day. to an allergic state prior to the onset of asthma, which in allj| No. 
Treatment was carried out in two stages: first, with routine Ses but three (Cases 7, 9, 27) had occurred after enlistmetl;\, og 
anti-asthmatic remedies, and thereafter with specific therapy, the '9 the Army. The interval between enlistment and the ons 5% 
variations in response being recorded by means of the eosino- Of asthma in the other cases varied from 2} to 35 months. aceise 
phil chart and the clinical block graph. Routine treatment. | There was no indication of any familial tendency to allerge “tt 
consisted of the pharmaccpoeial “mist. asthmatica,” com- diathesis or to any respiratory disease or blood disorder By Ovser 
prising the usual remedies—potassium iodide, tincture of bella- the case histories, with the exception of that of Case 19, whelt on 
donna, and tincture of stramonium—but excluding any arseni- it was stated that one brother suffered from chronic brorchil oms 
cal preparation. Additional measures for relieving severe asthma and another from early pulmonary tuberculosis, all ame 
“dyspnoeic attacks—e.g., ephedrine, adrenaline, pituitrin—were that of Case 13, where a sister was said to be tuberculous. oy 
employed whenever necessary, particularly when sleep was dis- Significant aetiological information was collected from w . % 
turbed by nocturnal paroxysms. Specific treatment consisted inquiry into the nature of the occupation and environment d@} . Wit 
in the oral administration of pentavalent arsenic. Stovarsol the patients before the onset of asthma. No fewer than Bj ™ 4 
was the drug used at first, in the form of 0.26-g. tablets con- of these 30 patients either had been engaged in orderly or senttj count 
taining 27% arsenic. At an early stage of the investigation duties in ration stores, in loading or transporting rations, or bal sedim 
supphes of this drug ran out, and we decided to substitute carb- been quartered in the neighbourhood of ration stores. Of i from 
arsone until it was again available. Carbarsone was adminis- remaining cases Nos. 2,7, and 19 had worked in other dusty st0r accele 
tered in 0.25-g. tablets containing 28.85% arsenic. The daily where linen, clothing, boots, pack articles, and miscellaned The 
dosage employed was one tablet twice daily of one or other goods of various descriptions were handled, while the carpentiig or any 
of these preparations. No special dietary restrictions were © (Case 16) had obviously been exposed to inhalation of sawdusig but e 
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and the- tae (Case 8) had worked in a dusty petrol service 


store. 
Clinical Observations 


The onset of the condition was invariably slow and insidious, 
with an intermittent dry cough which became progressively 
more frequent and troublesome, particularly at night. Gradu- 
ally the patients began to suffer from spells of expiratory 
dyspnoea with wheezing. These attacks, though generally mild 
and intermittent at first, became more and more frequent, 
causing increasing loss of sleep with a feeling of lassitude, 
malaise, and asthenia in the mornings, leading to a gradual 
impairment of general health and physical fitness. The dura- 


tion of the asthmatic condition varied from 2 weeks to 3 years, 
and the constitutional symptoms rarely troubled the patient — 


before his asthma had lasted about a month. 

’ On admission to hospital the clinical picture was that of the 
usual symptom-complex of asthmatic bronchitis—cough with 
expiratory dyspnoea, hyperresonance of the lungs, prolonged 
expiration with sibilant and sonorous rhonchi audible all over 
the chest, and occasional leathery rales at the pulmonary bases. 
The sputum in most cases was scanty and viscid and never 
blood-stained ; in a few cases there was no expectoration at 
all. One patient (Case 1) coughed up fairly copious quantities 
of stringy, tenacious mucus during the early stages, and felt 
considerably exhausted by his frequent and strenuous efforts 
at expectoration. Only 5 patients (Cases 3, 5, 7, 12, 28) showed 
a febrile temperature ; but pyrexia was not a prominent feature 
of these cases, the temperature ranging from 99 to 101° F. 
and lasting from two to five days. 

‘ None of the patients showed signs of any cardiovascular 
disorder, enlargement of the spleen or liver, or cutaneous affec- 
tion, such as psoriasis, scabies,.etc. Appetite, digestion, and 
alimentary function were generally unimpaired, except for a 
mild attack of intercurrent énteritis in Case 3. No such aller- 
gic manifestation as hay-fever, urticaria, eczema, or migraine 
occurred in the clinical course of any of the cases. 


Pathological Observations 


Haematological examination showed a remarkably constant 
eosinophilic leucocytosis in the series of cases, with massive 
eosinophilia in many of them. The total leucocyte count ranged 
from 10,200 to 37,000 per c.mm., while the eosinophil 
‘concentration varied between 33% and 81%. It is from the 
absolute leucocyte count that the blood picture can best be 
appreciated. While there was no appreciable alteration in the 
total numbers of polymorphonuclear cells and lymphocytes, 
there was an enormous increase in the number of eosinophils, 
ranging from 4,484 to the massive concentration of 27,010 
per c.mm. In assessing the degree of eosinophilia, therefore, 
the absolute count was used as the criterion of our initial and 
final records, but a percentage calculation based on daily 1,000- 
cell counts was employed for charting the course of each case. 


tinal | The eosinophils were mature cells that stained well and showed 


no abnormality. In a few cases the eosinophil count showed 
a sudden drop to a relatively low level without any special 
A good 
example of such a spontaneous temporary remission was patient 
No. 22, who on a previous admission to hospital recovered 
from his asthma with a sharp drop in his eosinophil count from 
65% to 5% and was discharged, but was readmitted later with 
a recurrence of asthma and an eosinophilia of 33%. This case 
taught us the need for keeping such patients long enough under 
observation to decide whether the remission is temporary or 


-not. In a few cases we found that asthmatic signs and symp- 


toms were mild, or even temporarily i in abeyance, while massive 
eosinophilia persisted. But in general there was a recognizable 
parallelism between the eosinophil content of the blood and 
the intensity of the asthmatic condition. 

With the exception of a mild degree of secondary anaemia 
in a few cases there was no abnormality in the erythrocyte 
count or haemoglobin content of the blood. The erythrocyte 
sedimentation rate generally showed no appreciable deviation 


from the normal, apart from a few recordings of a slightly | 


accelerated rate that was attributable to associated bronchitis. 
The sputum did not show red blood cells, acid-fast bacilli, 

or any specific organisms on routine microscopical examination, 

but eosinophil leucocytes were sometimes observed. Mites of 


_ specimen of sputum from each patient. 


either Tyroglyphus or Tarsonemus were Sound: in 11 out 
of 21 cases whose sputum was examined by the special 
technique described by Carter, Wedd, and D’Abrera. This 
procedure—a tedious one involving prolonged and patient 
searching through a comparatively large mass of material in 
which the mites may rarely be present in more than scanty 
numbers—was a limited application in the circumstances. 
Some of the examinations lasted as long as five days (besides 
the two days or more needed for collecting and preparing the 
specimens) before mites were detected. Search was abandoned 
in cases in which no mites were seen within this period. There 
was rarely time for the examination of more than a single 
It was found that the 
chances of detecting mites seemed most favourable within three 
or four days of starting arsenical therapy. The scanty numbers 
of mites observed in our cases—rarely more than one or two— 
may be partly due to the fact that search was rarely continued 
after the first mite was detected in each specimen of sputum. 
In Case 11, however, about 14 mites were found in a specimen 
collected on the third day of carbarsone treatment. 

Repeated examination of faeces showed mild infestation with 
Ancylostoma, duodenale in Case 5; Ascaris iumbricoides in 
Cases 18 and 19; Trichuris trichiura in Cases 11, 12, and 18; 
Blastocystis hominis in Cases 4, 6, and 9; and Trichomonas 
faecalis in Case 12. Appropriate anthelmintic treatment was 
administered, but this produced no reduction in the eosinophil 
count, which in one of the roundworm cases actually rose 
afterwards. The urine showed no abnormality to routine 
chemical and microscopical tests, and there were no clinical 
indications for any special investigations such as for detection 
of mites in the urine. 


Radiological Observations 

Analysis of the radioiogical findings before treatment showed 
the frequent appearance of a pronounced catarrhal reaction of 
the finer lung markings, resulting in diffuse linear striations of 
a strikingly even and symmetrical distribution in both lung 
fields ; this was suggestive of an acute inflammatory process 
resulting in a bronchitic or bronchiolitic reaction rather than 
of tuberculous infiltration. In addition there was a remarkable 
mottled effect produced by small, discrete, ill-defined spots 
disseminated throughout both lung fields ; they were usually 
more evident in number and size in the hilar and basal zones. 
The hilar shadows often showed increased density. The com- 
bined effect of the shadows produced by the accentuated finer 
lung markings and by the mottling resulted in a hazy, ground- 
glass appearance, which proved to be so characteristic of the 
condition that several of the later cases received the concise . 
radiological diagnosis, “ Appearances of eosinophil lung pres- 
ent.” These appearances seemed to be displayed best in the 
earlier cases, but were evident even where the asthma had lasted 
from 1 to 3 years (Cases 19, 9, 7). The chronic cases, however, 
more often showed appearances of certain associated changes ; 
such as chronic. bronchitis, pleural thickening, emphysema, or - 
prominence of the pulmonary artery. The mottling was not 
evident in a few cases the clinical condition of which was mild. 

Re-examination of the lungs after arsenical treatment showed 
a remarkable change in the lung picture. The nodular opacities 
causing the mottling had disappeared and the linear striations 
had similarly disappeared or had subsided in intensity. The 
clearness of the lung parenchyma was in striking contrast to its 
original hazy appearance. 


Therapeutic Observations 


Each patient acted as his own therapeutic control by under- 
going a course of routine treatment for asthma before being 
given arsenic. This stage of treatment varied from 10 to 50 
days, some of the patients having already been under such 
treatment in other wards of the hospital before being referred 
to us. During routine treatment the eosinophil count dropped 
in Cases 4, 5, 11, 12, 14, 16, 18, and 21, and rose in Cases 1, 
2, 4¢,6.:13,. 1X; and 20, remaining at a relatively stationary level 
in the others. The most marked fluctuations were a sharp 
drop from 80% to 18%, with a subsequent rise to 52%, in 
Case 11; a drop from 60% to 28%, with a rise to 50%, in 
Case 12; a rise from 35% to 70% in Case 15; and a rise Sion 
25% to 60% in Case 20. The clinical response to routine treat- 
ment was generally unsatisfactory, most of the patients showing 
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no improvement, others obtaining only temporary relief from 
their asthma. In Cases 2, 8, 10, 16, and 18 adrenaline injections 
were required to alleviate severe asthmatic paroxysms, mostly 
nocturnal; 8 injections of adrenaline m. vii with pituitrin 
0.5 c.cm. had to be given in Case 16. Only Cases 9 and 12 
showed any appreciable relief from routine treatment. 

The stage of arsenical treatment varied in duration from 
6 to 33 days, two tablets of carbarsone or stovarsol being 
administered daily. The response to arsenic was uniformly 
good and sometimes dramatic. Patient No. 7, who had suffered 
from asthma for 3 years, obtained no relief during 48 days of 
routine treatment, while his eosinophilia rose from 56% to 
65% ; from the very start of carbarsone treatment his eosino- 
phil count dropped rapidly, and he was free from asthma in 
3 days; he needed only 9 days’ treatment with 18 tablets of 
carbarsone to complete his cure. Equally dramatic was the 
response in Case 21, in which the eosinophils dropped from 
62% to 3%, with complete relief from asthma and restoration 
of pulmonary radiolucency, after 12 tablets of carbarsone in 
6 days. Cases 1 and 5 completed treatment in 10 days with 
20 tablets—of stovarsol in the former, and of carbarsone in 
the latter. Most of the patients showed a gradual. haematologi- 
cal response to arsenic, Case 2 being a typical example; but 
alleviation of clinical symptoms was comparatively rapid in 
all cases. Several patients had exacerbation of symptoms 
between the third and sixth days of arsenical treatment. 
Cases 2 and 8 developed status asthmaticus on the fifth and 
fourth days respectively; the former was relieved by the 
continuous adrenaline injection technique. of Hurst, but the 
second was more refractory and required s4lumbar puncture, 
which resulted in almost instantaneous control of the condi- 
tion. The alarming manifestations in these two cases led to 
some diffidence about arsenical treatment on the part of other 
patients in the ward, and one was found secreting his tablets 
in a hollow tooth; thereafter the drug was administered in 
solution to prevent patients shirking treatment, which might 
have accounted for the delayed response in some of the cases. 
The criterion of cure was not the control of the clinical con- 
dition (which was generally effected in 7 to 10 days) but the 
reduction of the eosinophil count to a satisfactory level, and 
arsenic therapy was continued accordingly. There was no 
appreciable difference between carbarsone and stovarsol as 
regards the clinical response and control of asthmatic symp- 
toms ; but the former generally produced a more satisfactory 
and prompt haematological response, -while the delayed reac- 
tion of the latter drug in this respect entailed a more prolonged 
period of medication. Both drugs were well tolerated, con- 
sidering that several patients were under treatment for over 
20 days. 

Up to the present (over 9 months since the first patient wag 
discharged from hospital) no recurrence of asthma has been 
reported in any of these patients by their regimental medical 
officers, while several who have been re-examined have shown a 
normal haematological picture. 


Conclusions 

This series represents a distinct group of asthmatic cases 
with marked eosinophilic leucocytosis and characteristic radio- 
logical appearances of the lungs. They showed no familial 
or pre-existing susceptibility to the disease. The response to 
orthodox methods of treatment was strikingly unsatisfactory 
in comparison with the remarkable control produced by 
pentavalent arsenical therapy. 

The syndrome appears to correspond with that described in 
India by Frimodt-Méller and Barton (1940) as “a pseudo- 
tuberculous condition associated with eosinophilia,” by Wein- 
garten (1943) as “tropical eosinophilia,” by Treu (1943) as 
“ pseudo-tuberculosis of the lungs with eosinophilia,” by Simeons 
(1943) as “benign eosinophile leukaemia,” and by Chaudhuri 
(1943) as “eosinophil lung.” Similar cases had been reported 
from Ceylon by Carter, Wedd, and D’Abrera (1944), from 
Egypt by Parsons-Smith (1944), and from the United States 
(in an ensign eight’ months after his return from India) by 
Emerson (1944). 

The duration of asthmatic symptoms in our cases varied 
between 2 weeks and 3 years.. The symptomatology differed 


»and other dermatoses as causative factors in eosinophilia did not! 


from some of the cases reported by previous observers in the. the 

absence of splenic enlargement and the infrequency of pyrexia, 
while the occurrence of bronchial asthma in every one of our 
patients was due to the fact that the investigation was par- Lthm 
ticularly directed towards this condition. Lider 


Diagnosis.—The differential diagnosis involves the exclusion he us 
of pulmonary tuberculosis, pneumoconiosis, and bronchomycosis jf thi: 
as causes of the respiratory manifestations, and of helminth- associ: 
iasis, cutaneous infestations, and certain haematological dis- }xplar 
orders in relation to the eosinophilia. | Pati 


Pulmonary tuberculosis is negatived by the absence of B. tuber. viemus 
culosis in the sputum, by the haematological findings, by the lack of to the 
clinical evidence, and by the remarkable response to arsenic therapy, 40: T 
The diffuse and symmetrical infiltration seen in the skiagrams of jour sé 
the lungs is alien to tuberculosis, though the mottled appearance [ontan 
due to the disseminated nodular opacities may simulate miliary case, I 


¢ 
by th 
nerar 


tuberculosis; but the spots are smaller and less clearly defined, and 


the linear striations more accentuated, than in miliary tuberculosis. * — 
Pneumoconiosis was a not unlikely possibility in our patients, [| ia , 


whose lungs showed a suggestive radiological picture after a definite P** 
history of exposure to a dusty environment. But the mottled effect D Abr 
and the absence of diffuse fibrotic changes in the skiagrams, the Nerivec 
rapid restoration of normal pulmonary radiolucency after arsenic ‘examin 
therapy, together with the fact that eosinophilia is not patho- 
gnomonic of pneumoconiosis, serve to eliminate this condition from 
the diagnosis. 

Bronchomycosis, which might have been suggested by some of 
the skiagrams, was excluded by the absence of fungal hyphae or 
blood in the sputum, and by the therapeutic response, not -to 
potassium iodide, but to arsenic. 


and even in producing transient localized pulmonary infiltrations as 
in Loeffler’s syndrome, where it has been presumed that the migra- 
tion of helminth larvae through. the lungs may be responsible for 
these changes. 
infestation precluded these factors in our cases. 

The possibility of cutaneous infestation, psoriasis, and eczematous | 
najorit' 
from ri 
heese, 
iments 


arise in any of our cases. 

Eosinophilic leukaemia—a rare blood disorder associated with 
massive eosinophilia in which the leucocytes show evidence of 
immaturity in size and form—was excluded by the absence of any 
such abnormality in the cells seen in our cases, and by the absence puch as 
of splenomegaly. Simeons has remarked that many of the eosino- 74d Wo 
phils show evidence of having reached a more advanced stage of faneous 
development in nucleation and lobulation. “Whe fre 

Such anomalies as “ idiopathic eosinophilia’ and ‘ hereditary fm store: 
eosinophilia ” can be excluded on aetiological, clinical, and radio- fmust be 


logical grounds. Mite infestation might provide a_ satisfactory fion of 
putum 


explanation of the former condition where haematological chariges 
might be the sole reaction. 

Spirochaetal agency might be suggested by the specific response hi 
to arsenic. The pre-eminent virtues, of arsenic as a spirochaeticide use 
need not preclude its therapeutic efficiency in other conditions any P@tticul: 
more than in the case of potassium iodide, mercury, or bismuth. 2OUSEs s 
Syphilis is not suggested in this condition by the clinical, radio- fvoods. 
logical, or haematological findings. Serological tests by previous pccur in 
workers have provided no evidence of a syphilitic pathology in this patients 
syndrome, apart from coincidental infection in a few cases. Postula- awdust. 
tion of some obscure spirochaetal agency on grounds of the thera- hie co “ 
peutic reaction must await satisfactory confirmation. Meanwhil€, sa 
the discovery of mites in the sputum of these patients is a positive ausatio: 
factor upon which further inquiry and investigation can be based. FS ‘ ba; 

orkers 


Treatment——The eminently successful and often dramatic eserves 
response of this syndrome to arsenical therapy is now Well bre kno, 
established. This was first observed by Weingarten in 1936, frops, y, 
through one of his cases contracting syphilis ; after four injec ekivion 
tions of neoarsphenamine the patient’s subjective symptom$,y gocy; 
vanished and his eosinophilia showed a remarkable drop. I tadiologi 
1941 Treu obtained similar results by the trial of acetylarsa® fignificar 
intramuscularly. Simeons used mapharside in 10% calcium but scant 
gluconate with equal success. Since then other observers hav€ fubject ¢ 
confirmed the excellent therapeutic response—clinical, haemato 
logical, and radiological—to arsenic in this condition. Ou yphid a 

se I 
present series of cases was treated by oral. administration of athologic 
carbarsone or stovarsol with a view to determining the valU€ fo occyr 
of such measures under circumstances in which facilities forf shops ; 
parenteral’ therapy are not readily available, and our results {nd ‘ stray 
justify the view that, even if the haematological response be {4sonem 
sometimes delayed, oral treatment provides a very satisfactory gihe 
means of dealing with this condition. From our experienc * 
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Rian? . Helminthiasis might play a part in the production of eosinophilia 
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the period of treatment would seem to be appreciably curtailed 


yrexia, fyy the use of carbarsone. Arsenic is not a new drug in the 
of our herapy of asthma. Aromatic arsenicals empirically added to 
S Pal- Lsthma mixtures have given good results in the hands of the 

bider practitioners, while more prominent success has followed 
lusion the use of arsenic in organic form in recent times. The effect 
ycosis pf this well-known parasiticidal drug in an asthmatic syndrome 
minth- fassociated with mite infestation may well provide a possible . 
11 dis- explanation of its long-standing merits in bronchial asthma. 


| Pathogenesis.—The demonstration of Tyroglyphus and Tarso- 
emus mites in the sputum of some of our cases lends support 
a, “i ho the discovery of Carter, Wedd, and D’Abrera already referred 
herapy, go: The collection and examination of sputum specimens in 
ums of wur series were subjected to all possible precautions against 
sarance Lontamination by mites from extraneous sources. One other 
miliary jase, referred from another ward of the hospital with a mite- 
ed, and | ositive sputum report, is not included in the present series as 
culosis. {2 precautions against extraneous contamination of the sputum 
atients, | emed to be of doubtful efficiency. Carter, Wedd, and 
— D’Abrera have eliminated the possibility of the mites being 
ns, the Werived from the mouth or nasal passages of .the patients by 
arsenic examining several specimens of saliva and nasal washings, none 
patho- bf which showed mites. Controls, using distilled water with- 
mn from jut precautionary measures, were carried out at times. when 
necimens of sputum were being c®llected ; and. vessels con- 
ome of taining distilled water were exposed overnight in the vicinity 
ohae or \¢ mite-infested patients. No mites were found in any of these 
not © | ontrols. In all patients whose sputum contained mites the 
.. “indings were confirmed by subsequent examination, while in 
nope | negative cases no mites were found at any time. The evi- 
, pe z nce collected by these observers strongly points to the infer- 
“ble tor nce that mites invade, and even breed in, the lungs and bronchi 
Iminthic $f patients, obtaining access by inhalation. We have adduced 
- §vidence to justify the inference that our patients had acquired 
ematous Bheir disability after the inhalation of mite-laden air. The 
did not'fnajority of our cases had been exposed to dust emanating 
from rice and other cereals, pulses, flour, sugar, tea, coffee, 
ed with theese, dried fish, dehydrated vegetables, spices and other con- 
ence Of fiments, and various other dry rations and grocery products 
> of ams uch as are issued in bulk through ration stores. A few patients 
— nad worked in depots where military equipment and miscel- 
stage of Janeous articles such as linen and leather goods were stored. 
“Whe frequent existence of tyroglyphid and tarsonemid mites 
ereditary fm stores and stored products being recognized, all these patients 
d_radio- (must be regarded as having been exposed to the risk of inhala- 
‘isfactory tion of these mites, which were later recovered from their 
changes toutum in certain cases. Chronic respiratory disabilities are 
nown to occur in workers exposed to inhalation of wood dust ; 
ons this material is sometimes infested with fungi of various types, 
haeticide barticularly when derived from decaying timber in dilapidated 
binneell ouses subject to “ dry rot,” and from sawdust from unseasoned 
al, radio- foods. Mites of the genus Glyciphagus have been known to 
previous pccur in sawdust, and this may explain the case of one of our 
zy in this patients, a carpenter, who had been exposed to inhalation of 
Postula- fawdust, chiefly from immature and unseasoned timber. j In 
he thera this connexion it would appear that the possibility of a similar 
eanwhilé tausation in the condition that has been recently described 
s “bagassosis”°—a respiratory affection occurring among 
| ' Workers in bagasse or the residue from crushed sugar-cane— 
dramatt fleserves investigation in view of the fact that tarsonemid mites 
10w Well bre known to occur on sugar-cane, causing serious damage to 
in 1936, tops, while the frequency of tyroglyphid mites in sugar is 
yur injet hotorious. In bagassosis, however, eosinophilia does not seem 
ymptom§to occur, while spontaneous recovery from the clinical and 
drop. 1 tadiological changes appears to be common. The pathogenic 
etylarsal fienificance of acarine mites seems, so far, to have received 
calciU™ but scant attention in the literature. Certain references to this 
vers havé fubject cited by Carter, Wedd, and D’Abrera are of interest: 


haemato | « Invasion of the human alimentary and urinary tracts by tyro- 
on. yphid and tarsonemid mites has been held responsible for certain 
ration of athological effects... Various forms of dermatitis have been known 
the valu€fo occur through mite infestation—e.g., ‘ grocer’s itch ¢ in workers 
ilities for shops and stores where Tyroglyphus mites abound ; ‘grain itch 
ur results {nd ‘straw itch’ among those handling certain crops infested with 
sponse be f47sonemus mites—rice and other grains, tea, sugar-cane, rt 
tisfactory Pples, etc. Cutaneous and asthmatic symptoms in mill-workers 
so ence ae’’ been attributed to their handling of grain infested with the 
x 


response 


hite Pediculoides ventricosus. Horses fed on maize infested with 


Tyroglyphus and other mites have been reported to have sickened 
and died as a consequence of respiratory and alimentary disorders. 
Monkeys are known to harbour parasitic mites of the genera 
Pneumonyssus and Pneumotuber in their respiratory organs, and 


these mites are stated to be capable of causing serious pathological 
conditions.” 


The pathological changes underlying the present syndrome 
remain obscure owing to lack of knowledge as to its morbid 
anatomy. The condition is essentially benign, though it may 
run a chronic course if untreated, and the possibility of a case 
going to necropsy is remote, except through some fatal inter- 
current complication. The views of previous observers on 
the possible pathogenesis of this condition have been based on 
certain interpretations of the haematological and radiological 
findings: 

Frimodt-M6!ler and Barton have expressed the view that an 
allergic origin is implied by the fact that eosinophilia dominates the 
syndrome. Weingarten at first favoured an allergic explanation of 
the condition, but later decided that such an interpretation is not 
acceptable, and emphasized the unquestionable influence of environ- 
ment as an aetiological factor. This observer has also drawn atten- 
tion to the striking similarity between the distribution of the radio- 
logical mottling of the lungs and that of the bronchial tree, and 
considers that the mottling represents bronchopneumonic infiltra- 
tion of groups of alveoli, probably caused’ by peribronchial lymphatic 
spread. Chaudhuri has suggested that a widespread pulmonary 
infiltration -by eosinophils with large granules might explain. these 
radiological appearances. Treu has made the observation, in report- 
ing one of his cases in which an intercurrent pneumonia interfered 
with arsenical therapy but was followed by complete cure of the 
original condition, that the pneumonic infection might be assumed 
to have acted as a severe protein-shock therapy. Simeons considered 
that eosinophilia with the changes he has noted in the nuclei and 
lobulation of these cells is pathognomonic of the disease, while 
radiological changes in the lungs are inconstant. He has also found 
that injections of liver extract increase the haematological abnor- 
mality. He considers the condition identical with the “ grande 
éosinophilie sanguinaire ” of French authors. 


Eosinophilia being regarded generally as the prominent 
feature of this syndrome, it is interesting to note that Osler 
has mentioned that the eosinophil count may rise as high as 
53% in asthmatic patients. The view that the mottling of the 
lungs seen on radiological examination may be due to focal 
eosinophilic infiltrations obtains support from two observations 
—the frequent expectoration of eosinophil cells, and the con- 
current disappearance of both the radiological and the haemato- 
logical abnormalities after treatment. Although massive eosino- 
philia and radiological mottling of the lungs are frequent and 
dominant features in this syndrome, the view that they are 
essential characters of ¢he condition remains open to question, 


for atypical variations lacking one or both of these features 
would seem possible: 


In 5 of the mite-positive cases examined by Carter, Wedd, and 
D’Abrera the blood picture was normal; in 5 others eosinophilia 
of 6% to 12% was observed. We have seen spontaneous remission 
of the clinical and ‘haematological condition in 3 patients, one of 
whom (Case 22) later returned with a recurrence, the others (not 
included in the present series) being still under observation. 
Weingarten has remarked that radiography in chronic cases shows 
only pulmonary changes identical with chronic catarrhal bronchitis. 
This was also evident in a few of our cases, particularly among 
patients with mild clinical manifestations. Since our investigations 
were started several asthmatic patients admitted to other wards of 
this hospital with eosinophil counts of from 3% to 15% and no 
characteristic radiological appearances, who have failed to respond 
to routine treatment, have been successfully treated with arsenic. 
The number of asthmatic patients discharged cured from this 
hospital has shown an appreciable rise, while the number of men 
invalided out of the Army for this condition has correspondingly 
declined, since the introduction of pentavalent arsenic therapy. 


“ If the view advanced by Carter, Wedd, and D’Abrera that 
this syndrome may, in part at least; be explained on the basis 
of mite infestation of the respiratory system be accepted, the 
question that next arises concerns the role of the mites in the 
pathogenesis of the condition. Even if the asthmatic symptoms 
be interpreted as due to reflex irritation of a hypersensitive 
bronchial system, the eosinophilia does not bear explanation in 
these terms, and an allergic causation would seem to be the more 
likely explanation. German authorities, cited by Carter, Wedd, 
and D’Abrera, have expressed the opinion that alimentary, 
respiratory, and cutaneous disorders may result as allergic 
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_reactions to infestation with tyroglyphid mites. Further research 

is necessary, and doubtless will be forthcoming, to ascertain 
whether the mites occurring in the sputum of patients suffering 
from this syndrome are capable of producing a respiratory 
allergen—as, for example, some exotoxin or other secretion. 

In the light of present knowledge this syndrome, which has 
hitherto been recognized as a fairly common tropical respira- 
tory disease of obscure aetiology and pathology, would appear 
to be due, in some cases at least, to pulmonary acariasis caused 
by the inhalation of a mite-laden atmosphere and possibly 
inducing allergic reactions in the respiratory system. Although 
our investigations have so far concerned patients who have 
lived or worked in obviously mite-infested surroundings, such 
as ration stores, the liability to pulmonary acariasis from less 
evident and unsuspected sources must not be overlooked, for 
mites are widely distributed. 

While living in an old house in Gini long ago, one of us 
(E. S.) developed asthma, which cleared up with a change of 
residence. Another occupant of that house was badly affected 
with asthma for many years. About thirty years later a medi- 
cal colleague went to live in the same house, and he, too, 
developed asthma, which left him when he moved from there. 
This seems more than mere coincidence, and some obscure 
factor in the environment of that house—e.g., some constituent 
in the house dust or some particular flowers in its garden— 
must have been responsible for the asthma. Flowers have borne 
their share of blame for causing asthma over many decades. 
Mites are recognized pests of various cultivated plants and 
flowers ; orchids, grown so freely in tropical gardens, and cer- 
tain fragrant flowers much in vogue for personal adornment, 
household decoration, and temple offerings, are notable 
examples of this. The inducement offered by flowers to 
inhale their perfume has no doubt enhanced the reputation of 
their pollen as an asthmogenic agent. May it not be likely 
that mites harbouring in flowers are justly entitled to some 
share of this reputation? 

The possible coexistence of pulmonary acariasis with other 
lung affections cannot be overlooked. Three cases of asthmatic 
bronchitis now under observation in this hospital, but not 
included in our present series, have shown eosinophilia with 
radiological evidence suggestive of tuberculous infiltration of 
the lungs; in one case the presence of both B. tuberculosis 
and Tyroglyphus mites in the sputum has been demonstrated. 
Mites have been found in the sputum of two cases of pul- 
monary tuberculosis recently examined at the Civil Medical 
Entomological Department of Ceylon. 

In conclusion, the possibility that pulmonary acariasis may 
be responsible for other respiratory disorders besides asthma 
should not be ignored. Though our present investigations, 
for reasons already stated, were restricted to patiénts suffering 
from asthma, some of the cases described by previous observers 
as “ pseudo-tuberculosis,” “ tropical eosinophilia,” “ eosinophil 
lung,” etc., have not been typical of bronchial asthma. Such 
cases, particularly when associated with a suspicious aetiology 
and resistance to orthodox therapeutic measures, might well 
be ‘manifestations of pulmonary acariasis. The treatment of all 
such cases, whether asthmatic or otherwise, by the administra- 
tion of pentavaient arsenicals is eminently worthy of considera- 
tion not only in the Tropics but anywhere that mites exist. 


We wish to express our thanks to ae C/ A. Slaughter, D.D.M.S., 
ve Army Command, and to Co L. Anthonisz, O.B.E., 
Officer Commanding this hospital, for ees to publish 

this paper; to Mr. H. F. Carter and Dr. V. St. D’Abrera for 
qqeeeinnee in examining specimens for mites in mg 1, 2, and 4; to 
Capt. W. D. Ratnavale, C.M.C., pathologist to this hospital, "for 
supervising the a pathological examinations; to Major B. 
Chatterjee, I.A.M.C., and Capt. R. Heathcote, LAM.C., for the 
radiological examinations ; to Sister A. R. Livermore for supervising 
investigations and treatment in the ward; and to several 
colleagues on the medical staff for their co-operation in selecting 

cases and referring them to us for this investigation. 
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The apparent similarity of acute ulcero-membranous gingithssifiec 


tis to pellagrous lesions of the mouth led Platt (cf. King, 19Mhgiviti: 
to suggest that nicotinic acid deficiency might play a part@r the 


the aetiology of the former condition. Subsequently who 
(1940, 1943, 1944) investigated the therapeutic effect of nigh 20t¢ 
tinic acid and its amide on both acute and chronic gingiy ig 
and found that these compounds were highly beneficial. 0 iin i 
workers, however, have been unable to confirm these find aa 


(Miller, Greenhut, and Roth, 1940; Ungley and Horton, 194Mster_ I: 

It was noted by Najjar and co-workers (1940, 1941a, 194jgree su 
1942) that a fluorescent pigment, “ F,,” could be obtained frags i™P 
the urine of normal dogs and normal human beings. ml 
amount obtained was increased after the ingestion of nico 
acid and several related compounds, but the pigment was aby saath 
from the urine of pellagrins and from that of dogs suffeti pad | 
from black-tongue. _ Further work (Huff and Perlzweig, 
suggested that “ F,” was nicotinamide methochloride, but 
of us (Ellinger and Coulson, 1943 ; Coulson and Ellinger, 1 
have shown that nicotinamide methochloride in aqueous soe” 
tion was non-fluorescent, that the substance present in 
urine was also non-fluorescent, that this urinary substance Wim, ai, 
identical with nicotinamide methochloride, which gave risefents 20 
fluorescent “ F, ” after alkalinization and transfer to isobut 
and that fluorescent “F,” is probably a mixture of the p- 
o-carbinol of N-methyl-dihydro-nicotinamide. 


Before the nature of the compound had been establishelf.. 
method of assay for “ F,” in urine which gave relative butte. 
absolute results was developed (Coulson, Ellinger, and 
1942 ; Coulson, Ellinger, Glock, and Platt, 1942). Recetibring tt 
Coulson, Ellinger, and Holden (1944) have developed a quatied retu 
tative method of assay for urinary nicotinamide methochlonig"ps o 
This method of assay forms the basis of a convenient ted"? © 
indicate the nicotinamide level of the body. mal 1 


goup of 

This paper, which reports part of an investigation into mM a gro 

vitis in the Royal Air Force initiated by Air Marshal Sir Hiéwcastl 

Whittingham, Director-General of Medical Services, presmpspital. 

the results obtained from the estimation of nicotinamide mele dose 
chloride in the urine of subjects with gingivitis and those t#* 


ine for 
normal gums. wa 


Methods 


Chemical.—(a) During the earlier part of the investigati 
the composition of “F,” or its precursor not having } 
determined, the method of assay which was used gave re 
in arbitrary units comparable with each other. (b) Subseg 
to the identification of the precursor of “ F,” the quantita 
method developed by Coulson, Ellinger, and Holden (1944) 
used for the assay of urinary nicotinamide methochloride. 1 
results of the first method cannot be converted into abs 
values, since other factors, such as urinary electrolyte cont 
which were found to influence the assay, were controllel§ * 
the second method but not in the first. 

The principle of both methods of assay is as follows. 
portions of urine, the excretion rate of which was known, 
absorbed on a Decalso column, which was subsequently walmiicr S 
with water and eluted with potassium chloride. The eluatétighter = 
divided into two halves, both of which were extracted withipmber _ 
butanol, one after alkalinization with sodium hydroxide. @mbe ber Sti 
alkaline extracts were fluorimetrically compared with stand T. 
while the neutral extracts served as reagent blanks. ‘ 
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1 Clinical —The gums of all subjects who took fart in this 
Ayestigation were examined, and were classified into the fol- 
'S Mwing groups, described in greater detail by Smart (1944). 
} ANDI. Normal. B: Non-ulcerative gingivitis. C: Gums without 
‘p active lesion, but which showed evidence of past inflamma- 
pn and tissue destruction. D: Chronic ulcerative gingivitis. 
& Acute ulcero-membranous gingivitis and gingivo-stomat- 
).Lond. f, (i) arising on gums which appeared to have been pre- 
busly healthy, (ii) arising on gums with evidence of former 
eifswald or ulceration. 
investigations may conveniently be 
, Wided into two groups, according to the method of assay 
“Fpployed for urinary nicotinamide methochloride. 


H(i) Those investigations in which the earlier, relative method of 
ay was used were carried out at each of 4 Royal Air Force 
‘Wtions (I, II, UT, and IV).—A random sample from all the airmen 
_ each station was examined. The gums of these subjects were 
OUS ZINBMassified into the groups described above, and each person with 
King, 1%@givitis, together with the next with normal gums, was selected 
y a partgr the purpose of the experiment. Each was instructed to collect 
iently whole of the urine which he. passed on waking in the morning, 
sct of nic BOte the time of this collection, to note the time at which the 
~~ ss aiadder was last emptied on the previous night, and to estimate the 
ic ging! lar energy required for the duties performed on the day pre- 
cial. Ollfjing that on which the uririe was collected. The volume of each 
ese finding these specimens was measured and samples were sent to the 
yrton, 19M%ster Institute for assay. This was repeated, where possible, on 
41a, 194gre successive mornings, but leave, Postings, duties, etc., made 
tained fromis impracticable for a number of subjects. A few gave data that 
pre either incomplete or were suspected of being inaccurate. 
-a(iil) Investigations on groups of subjects—-R.A.F. and civilians— 
which the urinary content of nicotinamide methochloride after 
Mie oral intake of nicotinamide was quantitatively determined.— 
gs suffetm had been found that the daily variation in the early. morning 
zweig, IMfinary content of nicotinamide methochloride was so great that an 
ide, butimiempt was made to develop a test which gave more consistent 
linger, i@pults. This was obtained by following the urinary nicotinamide 
jueous soli hochloride content after the ingestion of a test dose of 
sent in qeuimamide. Consistent results have also been obtained from 
hour samples, but it was impracticable to collect such samples 
bstance ym airmen on duty or from out-patients. In preliminary experi- 
gave rseents 200 mg. of nicotinamide was given by mouth, the urine being 
) isobutaiilected immediately before this test dose and at intervals after- 
f the p-amrds. It was found, however, that a considerable time (over 
-§ hours) elapsed before the urinary nicotinamide methochloride 
toni . ured to normal levels, and it was impracticable to observe the 
: Pdjects for such a long period. Satisfactory results were obtained 
ative bULMB giving a test dose of 100 mg. nicotinamide by mouth and deter- 
r, and ? ining the amount of the methyl derivative eliminated in the urine 
).  Recetiiting the following 7 hours, at the end of which period the level 
ved a quai@d returned almost to normal. This test was carried out on two 
ethochlonmoups of healthy laboratory workers, on a group of airmen, on a 
nient tef¢§°P Of civilians who were attending the Newcastle-upon-Tyne 
ental Hospital with acute ulcero-membranous gingivitis, on a 
‘ _joup of healthy adults living in the Newcastle-upon-Tyne district} 
m into gM a group of medical in-patients in the Royal Victoria Infirmary, 
nal Sir H@éwcastle-upon-Tyne, and on four housemen, residents at this 
ces, presmpspital. In addition, in all but one of these groups of subjects the 
mide mei dose of nicotinamide was repeated on five successive mornings, 
d those #4” the amount of nicotinamide methochloride eliminated in the 
ine for 7 hours thereafter was determined on any of these days 
ich was found to be practicable. 


| Air 
e) 


investigati 
having "Table 1 summarizes the results obtained from airmen at 


ae gions I, II, Til, and IV. The mean values are lower in 


> qu 
hloride. 1 


those groups with gingivitis than in those with normal gums. 
The difference is not statistically significant on any one station, 
but the probability is approximately 50 to 1 against chance 
selection resulting in the difference between the average for 
all normal personnel and for all those with gingivitis. 

The results obtained during the preliminary tests on groups 
receiving 200 mg. nicotinamide are given in Table II. No 


TABLE II.—Mean Nicotinamide Methochloride Urinary Content in 

ng./ hr. among Civilians at Newcastle-upon-T yne with Type E Gingi- 

vitis and among Airmen with Normal or with Type D Gums, before 
and after the Oral Intake of 200 mg. Nicotinamide 


Immediately 1 Hour 2 Hours N 
before afte after Exa aaa 4 
Nicotinamide | Nicotinamide | Nicotinamide 
Type Ecivilians .. 32:3 709 1,203 21 
Type B airmen ,. 158-6 4,406 7,207 10 
Normal airmen ., 158-6 3,248 7,144 10 


difference was found to. exist in the urinary content of nico- 
tinamide methochloride of airmen with non-ulcerative gingi- 
vitis, Type B, and those with normal gums, during the two 
hours after the ingestion of 200 mg. nicotinamide. Civilians 
suffering from acute ulcero-membranous gingivitis, Type E. 
however, had lower initial levels, and their response to 200 mg. 
nicotinamide was less than that of either group of airmen. 


Table III gives the results obtained from those groups who 
received 100 mg. nicotinamide. After the first test dose. the 


TaBLeE III.—Average Nicotinamide Methochloride Elimination, in 
mg., during a 7-hour Period after the Intake of 100 mg. of 
Nicotinamide for One Day or for Five Consecutive Days 


No. Nicotinamide Methochloride (mg.) 
Group of - 
. |Subjects} Day 1 | Day 2 | Day 3 | Day 4 | Day 5 
Healthy lab. workersI_ .. 10 14-87 19°14 
Healthy lab. workers .. 8 15-18 21-73 22:25 
Airmen, edentulous, with 18 22-80 _ 19-26 = 22°36 
normal gums or Type B 
gingivitis 
residents (normal 4 19+34 36-22 
ms 
Hespital in-patients ha 12 11-24 | 11-70 | 12-82 | 12-02 | 10-27 
Healthy working-class sub- 6 8°43 
jects 
Subjects with Type E 8 10°44 
gingivitis 9 9°37 — —_ 14-64 


group of airmen had the highest urinary output of nicotin- 
amide methochloride, the hospital residents were next, and 
they were followed by the two groups of laboratory workers. 
There was no significant difference in the responses of New- 
castle working-class patients with healthy gums and of those 
with acute ulcero-membranous gingivitis, both of which were 
lower than that of the other groups. Neither the airmen nor 
the hospital in-patients showed any increase in the response 
after successive doses of nicotinamide, but an increase was 
found among the laboratory workers, hospital residents, and 
patients with Type E gingivitis. 


Discussion 


_ Since, as stated by Najjar and Holt (1940, 1941a, 1941b, 
1942), no fluorescent “F,” pigment can be obtained from 
the urine of pellagrins or from that of dogs suffering from 


antit 
(1944) TABLE I.—Mean “F,” Content of Night Urine, in Arbitrary Units, among Airmen at Four Royai Air Force Stations, 
Grouped according to Gum Conditions 


into abs¢ 
nté ums 
controllelg * - No. Output Normal Abnormal 
Camp Date (1943) of in — . 
Exams. A B Cc D Total 
ts 

ee Y No. Mean | No Mean No. Mean | No. Mean No. Mean 
2 | 750 | 41 | 410 

yaueenter Station I Feb. 2, 3, 4 86 7:14 45 | 990 | 24 | 2-65 s | 290 | 1 . . 
rently Waiter Station] | May 5,6, 140 3-72 9 | 379 | 38 | 432 | 3 | 140 | 9 | 1-42 | So | 361 
he eluate@Rhter Station I<: Feb. 16, 17, 18 91 7-45 46 8:37 31 7:32 8 4:30 6 5-30 45 651 
cted withm@ember Station arch 3, 4, 122 6:84 6 | 7:75 | 499 | 575 | — | 584 | 56] 5-77 

: mber Station II June 9, 10, 11 117 4-21 56 | 5-17 | 48 | 3-15 3 | 10-70 | 10 | 203 | 61 3-33 

jroxide. Mmber Station IV March 10, 11, 12 123 4:78 65 | 472 | 48 | 4:86 1 1:10 9 | $28 | 58 | 485 
Totals 679 5-50 368 | 6-22 
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black-tongue, and since the ingestion of nicotinamide, nicotinic 
acid, or various related compounds results in an increase in 
the urinary content of “F,,” it is reasonable to suppose that 
a measure of the urinary elimination of this substance would 
provide some indication of nutritional status so far as nicotin- 
amide is concerned. Other factors have been found, however, 
which influence considerably the amounts of “F,” found in 
the urine (Ellinger and Coulson, 1944), and in order to lessen 
their effects early morning specimens of urine were used for 
the assay during the earlier part of the investigation. 

As can be seen from Table I, a difference (P=0.02) was found 
in the urinary “F,” output of airmen with gingivitis, for the 
most part Type B, and of those with normal gums. However, 
the difference is small and the statistical significance is not 
high. Furthermore, very great daily variations were observed, 
not only in individuals but also in groups (Table IV shows the 


TaBLe IV.—Percentage of Airmen (Station IV) Falling into Each of 
Four Urinary “ F,” Levels on Three Successive Days 


Urinary “ F,” Arbitrary Total No. 
Units 3-4 35-69 | 7-0-10-7 | | Examined 
Day 1 | 27-6 23-4 21-3 47 
Day 2 : 65-9 29-5 2:3 2-3 44 
Day 3 . oe | 425 40-0 73 10-0 40 


results obtained on three successive days at R.A.F. Station IV), 
and the amount of physical energy expended during the pre- 
vious day was also observed to affect the urinary excretion, as 
can be seen from Table V. It is therefore concluded that no 


TaBLE V.—Mean “ F,,”’ Content of Night Urine i in Arbitrary Units, 
from Airmen Grouped according to Previous Day’s Work 


Work 
Camp Date, 1943 Heavy Medium Light 

No. |Mean} No. | Mean! No. | Mean 

Fighter Station I May 5, 6, 7 15 3-87 | 98 3-83 | 28 | 2-44 
Bomber Station III | Mar. 3, 4, 5 | 26 | 7-42 644 | 30 | 3-78 
Bomber Station III | June 9, 10, 11 3-40 | 70 | 482 | 20 | 2-88 
Bomber Station IV | Mar. 10, 11,12] 23 7-60 | 64 | 432 | 29 | 3°54 
Totals os 104 300 | 4:75 | 107 | 3-20 


aetiological significance can be attached to the slight difference 
in early morning urinary “F,” found between airmen with 
normal gums and those with gingivitis. 

So many variables, known and unknown, affected the early 
morning urine content of nicotinamide methochloride that it 
was considered necessary to develop a more satisfactory test. 
It has been found more suitable to estimate the amount of 
methochloride which is eliminated in the urine during the 7 
hours after the ingestion of nicotinamide. Not only are the 
results obtained consistent on different occasions in individuals 
with routine habits, but the variation is not great between 
individuals living under similar conditions. Among 18 airmen 
living at the same station and eating at the same mess, the 
mean urinary output of nicotinamide methochloride during 
the 7 hours after the ingestion by mouth of 100 mg. nicotin- 
amide was 22.8 mg., with a standard deviation of 5.64 mg. 


Taste VI.—Correlation in Urinary Nicotinamide Methochloride 
Output of 18 Airmen for 7 Hours after receiving 100 mg. 
Nicotinamide on Three Separate Days 


? 


Means (mg. Nicotinamide Methochloride) 


Group 
Day 1 Day 3 Day 5 
‘A. (The four airmen with lowest 
outputs onDay1) 15-9 12-0 14-8* 
ve airmen with next 
lowest outputs on Day 1) 21-0 20:2 21-6 
C. (The five airmen with highest 
outputs on Day 1, excluding 23-7 19-2 19-9 
D.tthe Group D) highest 
outputs on Day 1) 30-3 25-4 32:7 
Totals 22:8 19-3 22:4 


* Only three airmen of ame group examined on this day. 
Correlation ratios: Days 1 and 3, + 0-78; = -~ a) 3, + 0°82. (Derived 
from individual outputs.) j 


and a coefficient of variation of 24.75. The same men 
examined on three separate days, and Table V1 shows that [ 
individual variation was not great, each man’s urinary outy 
of methochloride from day to day. tending to remain in 
same position relative to the group as a whole. Furthermg 
the results obtained from pellagrins give very low values (unpy 
lished data, Ellinger and Benesch); one subject suffering fro 
alcoholic peripheral neuritis whom we have examined eliminat 
only 3.76 mg., and groups which for social and economg 
reasons might be expected to be better fed had higher val 
than groups whose conditions were less satisfactory. It 


therefore reasonable to suppose that this test forms a fair} In 
reliable index of nicotinamide nutrition, although other factoy 4S 
do probably influence the results.* No reasons can yet be gj dif 
for the different reactions of the various groups of subjects a 


repeated doses of nicotinamide. 


It can be seen from Table III that, within the same gro " ate 
there is no significant difference between those with gingivi 


Type B or Type E and normal subjects. In view of this, it e 
concluded that it is unlikely that nicotinamide deficiency play4 . 
any important part in the development of gingivitis of ay "' 
type in the subjects who were examined during this investig; wh 
tion. These conclusions are supported by the results obtaing dur 
after the ingestion of 200 mg. nicotinamide (Table II), b bet 
for reasons stated above, it was found to be impracticable f°‘! 
continue this test. ret 
acc 

Summary por 

The amount of nicotinamide methochloride in the early mornig tha 
urine of airmen with normal gums was found to be higher thang pha 
the urine of those with various types .of gingivitis. This diffe Gri 
although statistically significant, was not considered to be @ to 1 


aetiological importance, since other factors were observed to has the 
a marked influence on the results. 


A test has been described which is considered to give a rs 
reliable indication of the state of nicotinamide metabolism. The 


The results obtained with this test were related to standards 


feeding. Those getting the best food eliminated the grea the 
quantities of nicotinamide methochloride after a test dose of 100mg just 
nicotinamide. ~ was 
Among subjects who had similar standards of feeding—i.e., atta 
were in the same economic or social class—the response of uri grol 
methochloride to 100 mg. nicotinamide was the same w in c 
gingivitis was present or not. in e 
It is concluded that nicotinamide deficiency probably did not star 
any part in the development of gingivitis of any type among 
subjects examined. 
We wish to thank Air Marshal Sir H. E. Whittingham eo 
+ facilities and for his interest and encouragement ; 
T. McClurkin, Director of Hygiene, for constant and ready help 
the organization of the experiments; Wing Cmdr. T. M 
who inspired much of the work; Dr. B. S. Platt, for taking part 
devising the experimental scheme ; Dr. Bradford Hill, for h 
sampling and for advice concerning the statistical evaluation o 
results; Prof. R. V. Bradlaw, for granting exceptional faciliti 
the Dental Hospital, Newcastle-upon-Tyne ; the commanding 0 
medical and dental officers of the Royal Air Force stations at 
the experiments were carried out; members of the research 
technical staff of the Lister Institute, for volunteering as 
mental subjects; and Corp. A. E. Wrigglesworth, W.A.A-F, influ 
technical assistance. 4 Dur 
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JAN. 6, 1945 E.S.R. IN INFECTIVE HEPATITIS AND MALARIA siaiaeee “Sesaiebeos, 
é diagnosis. No attempt was made to investigate the cause of 
THE ERYTHROCYTE SEDIMENTATION RATE _ the slow rate in infective hepatitis. It may depend upon the 
_ JIN INFECTIVE HEPATITIS AND IN - relationship of liver function to fibrinogen and to the serum 
~ MALARIA albumin— globulin ratio. 
It was found that the raised E.S.R. in malaria may persist 
” for several weeks. This may be of value in helping to decide 


PAUL WOOD, M.D., F.R.C.P. 
Lieut.-Col., R.A.M.C. 


(From a General Hospital in the C.M.F.) 


In his lucid and balanced survey of the problems confronting 
us concerning infective hepatitis Witts (1944) writes: ‘“‘ A major 
difficulty in the pre-icteric stage is the differentiation from clini- 
cal malaria . . . and a simple laboratory test for infective hepa- 
titis would be an immense help.” It is the purpose of this short 
paper to show that in the erythrocyte sedimentation rate we 
already have such a test at our disposal, subject to its usual 
limitations, especially as an aid in the differentiation mentioned. 

The behaviour of the E.S.R. in 35 unselected cases of infec- 
tive hepatitis was normal during the first week or ten days, 
whether there was fever or not. It rose slowly and steadily 
during the period of biliuria, to reach a maximum commonly 
between 15 and 30 mm. in one hour (Wintrobe). During the 
stage of recovery, when the urine was free from bile, the E.S.R. 
returned slowly to normal, a minority of cases showing further 
acceleration before this occurred. These conclusions were sup- 
ported by sporadic readings in other cases, especially the fact 
that the E.S.R. was normal or low in the febrile or pre-icteric 
phase, and below 10 during the first week. The accompanying 
Graph depicts average readings on each day of the disease up 
to the twelfth day. The numeral above each reading indicates 
the number of cases from which an average was obtained. This 
graph does not distinguish febrile from afebrile cases. 

The behaviour of the E.S.R. in malaria is in sharp contrast. 
The Graph shows the average difference during the first 12 days, 
the malaria graph being constructed in the same way as that 
just described for infective hepatitis. As no essential difference 
was observed between M.T. and B.T. cases, nor between fresh 
attacks and cases of relapse, they have all been shown as one 
group. The general trend was confirmed by single readings 
in other cases. The diagnosis rested on a positive blood smear 
in every instance, and treatment with quinine, gr. 10 t.d.s., was 
started as soon as it was made. It is not known whether this 


7 4 
Zo 8 
IOE- INFECTIVE HEPATITIS 8 RS 
4 45 3 
: 
ad 1 1 | L 
DAY OF DISEASE 


influences the test; many of the cases had mepacrine also. 
During the first 10 days the E.S.R. ranged between 12 and 


‘60 mm. in one hour in 28 cases, and was below 10 in only 4; 


if cases in which only one estimation was made are added, 
these figures become 43 and 8 respectively. In other words, the 
E.S.R. during the first 10 days of malaria was over 10 in 84% 
of 51 cases. ; 

In the infective hepatitis cases, during the first 10 days the 
E.S.R. was below 10 in 25 instances, and ranged between 
10 and 20 in 5; if cases in which only one estimation was 
made are added, these figures become 30 and 5 respectively. 
Thus during the first 10 days of infective hepatitis the E.S.R. 
was under 10 in 86% of 35 cases, and was never higher than 
20. In malaria it fell between 20 and 60 mm. in one hour 
in 23 out of 32 cases, or in about two-thirds of them. 

The slow E.S.R. in the early phase of infective hepatitis 
serves to distinguish it from certain other fevers, but further 
work is required in this field. The important thing is that in 
the E.S.R. and in the white count we have two non-specific 
tests which serve to place a P.U.O. into a certain class or group. 
It would be helpful if other non-specific group tests could be dis- 
covered which would further narrow down the field of differential 


whether a case treated as clinical malaria really was malaria or 
some short-term fever. Of 72 measuremepts made between the 
10th and 20th days in malaria, 60 ranged between 11 and 
53 mm. in one hour and 12 were 10 mm. or under—i.e., 84% 
were raised, often considerably. In a group of 42 cases Of 
short-term fever in North Africa and Italy, without physical 
signs and with no localizing or upper-respiratory-tract symp- 
toms, the E.S.R. was normal by the end of the first week in 
30, and was approaching normal and was under 20 by the 
end of the second week in the remainder. Some of these cases 
were probably sandfly fever. 


Conclusion 

The E.S.R. is shown to be of value in the early diagnosis 
of infective hepatitis, especially in its differentiation from clini- 
cal malaria. 

In the first 10 days of infective hepatitis about 85% of cases 
have an E.S.R. below 10 mm. in one hour (Wintrobe). In the 
first 10 days of malaria about 85% of cases have an E.S.R. 
above 10 mm. 

An E.S.R. above 20 mm. in one hour during the first week 
of a P.U.O. practically excludes infective hepatitis ; on the other 
hand, such a reading occurs in about two-thirds of all cases of 


-malaria during the first week. 


The E.S.R. serves to distinguish clinical malaria from short- 
term fevers of uncertain aetiology. In malaria the accelera- 
tion is maintained for at least two or three weeks in about 
84% of cases; in short-term fevers the E.S.R. is commonly 
normal within one or two weeks of the onset. 


I wish to thank the medical officers in my division for their 
co-operation in this investigation; the work was theirs, not mine. 
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Methods of Treatment 


Broadly speaking, the present-day methods of treatment of 
placenta praevia may be summarized under two main headings: 

1. Methods which Aim at the Control of Haemorrhage by 
Producing Pressure on the Bleeding Area.—An essential feature 
of these methods is the maintenance of the pressure until full 
dilatation of the cervix allows of delivery of the child per vias 
naturales. The various methods of producing pressure on the 
placental site include: 


(a) Version—In England probably more cases have been treated 
in the_past by “early version and slow extraction” than by any 
other means. Version (external, bipolar, or internal, in order of 
preference) is performed, one ‘leg is brought down, and bleeding 
ceases under the pressure exerted by the half-breech on the placental 
area. Results in large series of cases show an average maternal 
mortality of about 7% and a foetal mortality in excess of 70%. 

(b) Bag—Another method of producing pressure—not very 
popular in England—is by the insertion of a de Ribes bag or 
metreurynter through the ruptured membranes. Mild traction on 
the filled bag produces compression of the placenta against the wall 
of the lower uterine segment. Reports in the literature show a 
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similar maternal mortality to that seen in. version, but a somewhat 
lower foetal mortality. ; 

(c) Willett’s Forceps—Iin 1925 Willett introduced a simple and 
effective method of producing pressure on the placenta by fixing a 
toothed forceps to the scalp of the child and exerting slight con- 
tinuous traction on the head. The chief advantage claimed: for this 
method is that the foetal: mortality is brought down to about 50% 
“¢ as lower, and that the maternal death rate is reduced to about 

(d) Rupture of the Membranes.—In a fair proportion of less 
serious cases rupture of the membranes alone allows of the descent 
of the head on to the dilating cervix, and the pressure produced by 
uterine action is sufficient in itself to stop the haemorrhage. In 
cases in which this simple treatment suffices the maternal mortality 
— to about 2%, and a foetal mortality in the region of 30% is 
ound. 


2. Caesarean Section.—This method represents a much more 
radical approach to the problem, and was first used in England 
for the treatment of placenta praevia by Lawson Tait in 1898. 
After the abdominal delivery of the child, preferably by the 
lower-segment operation, removal of the placenta is carried out 
under direct vision and the haemorrhage automatically ceases. 
This is undoubtedly the method of choice in patients with 
central and marginal placenta praevia whose general condition 
is relatively good and in whom sepsis is not a complicating 
factor. Large series of cases show maternal mortalities varying 
from 0 to 6.4% and foetal mortalities ranging between 10.5 
and 24.5%. 


In exsanguinated patients blood transfusion plays a part of 
the greatest importance, both during and after labour, and has 
saved many lives in borderline cases. Vaginal packing, formerly 
employed so frequently, has now fallen virtually into disuse, 
and is resorted to only on rare occasions when the violence 
of the haemorrhage makes it essential to use it as a temporary 
measure. 

In Hong Kong, during the period 1936 to 1941, 134 cases 
of placenta praevia were treated by the university obstetrical 
unit, with only one maternal death (0.75%) and a combined 
stillbirth and neonatal death rate of 54.0%. This represents 
a placenta praevia incidence of 1 in 128, or 0.78% of the 
17,099 cases delivered during that period. The main forms of 
treatment employed were, in order of frequency, Willett’s 
forceps, rupture of the membranes, version, and Caesarean 
section. An analysis of these cases presents certain features 
of interest in relation to the indications for the various forms 
of treatment (see Table JI). 


TaBLe I.—Treatment Used in 134 Cases of Placenta Praevia of All 


. Caesarean section 


Types 
é No. | Result to Mother Result to Child 
Method of Treatment of 
Cases} Living | Dead | Living S.B. N.D. 
Willett’s forceps 46 45 1 20 16 10 
(97-8%) | (22%) | (44%) | (34%) | (22%) 
Rupture of membranes | 42 42 — 27 8 8* 
(100%) (63%) | (18-5%) | (18-5%) 
Caesarean section 18 13 i° a 
(100%) | 6 — (72%) | (5-5%) | (22-5%) 
Totals 134 133 1 62 48 25* 
(99-25%)| (0-75%) | (46%) | (35-5%)} (18-5%) 


$.B.=Stillbirth. N.D.= Neonatal death. 
* Figures include premature twins. 

The type of treatment used was found to depend very largely 
on four factors: (a) the variety of placenta praevia; (b) the 
condition of the cervix on admission ; (c) the amount of bleeding 
already sustained by the patient; (d) the presence or absence 
of sepsis. Other factors, such as the parity of the patient, 
the duration of the pregnancy, the presentation of the foetus, 
and the existence of additional obstetrical complications, were 
naturally of importance also in deciding upon the treatment to 
be employed in individual cases. 

The relation between the variety of the placenta praevia and 
the treatment used is shown in Tables II, III, and IV, dealing 
with the results in central, marginal, and lateral placenta 
praevia respectively. It will be noted that 16% of the 134 cases 
were central placenta praevia, and that there were 40% of 
the marginal and 44% of the lateral varieties respectively. 
Broadly speaking, the tables show that Caesarean section was 


~ used on aceount of the satisfactory results obtained with 


the treatment favoured in central placenta praevia ; that Willetts 
forceps were used most frequently in marginal cases ; and thaf 
more conservative measures, such as rupture of the membranes, 
had the. most prominent place in dealing with cases of lateral 
placenta praevia. 4 

TaBLe II.—Treatment of 21 Cases of Central Placenta Praevia ‘ 


Result to Child 
SB. | N.D.« 


Result to Mother 
Dead 


‘Method of Treatment 
Living 


12 
1 


Living 
15 

Willett’s forceps 3 2 1 

Version :. 3 3 


Totals 20 1 


13 


3 


wl wr 


TABLE III.—.Treatment of 54 Cases of Marginal Placenta Praevia 


Result to Child 
Living S.B. 
10 10 
1 12 
5 
1 


17 24 


Result to Mother 
Method of Treatment 


Living 


Willett’s forceps 
Version .. 
Rupture of membranes 
Caesarean section 


Totals 


54 


TaBLeE IV.—Treatment of 59 Cases of Lateral Placenta Praevia — 


Result to Child 
Living | S.B. N.D. 


22 6 S$ 
9 4 2 | 


Result to Mother 
Method of Treatment 


Living 


Rupture of membranes 
Willett’s forceps 
Version .. Ss 11 
Caesa: 


om 1 8 2 
rean section me 1 1 


_ 1 
19 


59 


Totals .. 


* Figures include premature twins. 


The method of treatment employed was also influenced ta a 
very large extent by the state of the cervix on admission. Under 
the conditions prevailing in Hong Kong patients tended to 
delay coming to the hospital until repeated haemorrhages had 
taken place, by which time outside examinations had frequently 
been done and active labour was very often in progress. In 
the present series of cases it was found that only.22% of the 
patients were not in labour at the time of admission. Of the 
remainder, 36% showed varying degrees of cervical dilatation 
up to 5 cm. (half dilatation), and the other 42% had a cervix 
which was from half to fully dilated. As many as 22% showed 
a fully dilated cervix on admission. These facts explain the 
relatively low incidence of Caesarean section in the series, the 
operation often being contraindicated in an exsanguinated 
patient actively in labour and already potentially infected. 
Caesarean section was chiefly reserved for cases of central 
placenta praevia with little or no dilatation of the cervix, and 
in no case was the operation performed when the cervit 
was more than half dilated. Willett’s forceps were most 
frequently applied: when the cervix was 4 cm. (two fingers) 
dilated, which was the case in about one-half of the applica 
tions. 
and in the remaining 25% it was greater than 4 cm. at the 
time the treatment was applied. Version was relatively seldom 


Willett’s forceps, but in the majority of the cases in whid 
it was employed it was reserved for patients in whom the 
cervix was more than half dilated. In a large number of 
those with an advanced degree of cervical dilatation simple 
rupture of the membranes sufficed to control the haemorrhage. 
particularly in cases of lateral placenta praevia. 

The measured or estimated amount of blood loss in this 
series of cases averaged 912 c.cm. in central placenta praevia 
623 c.cm. in the marginal cases, and 490 c.cm. in the lateral 
variety. Losses ranged in individual instances from. 120 c.cm 
to 2,200 c.cm. Blood transfusion was indicated and carried 
out in numerous cases, but in spite of the routine’ performance 
of blood grouping it was not always possible to obtain donot’, 


In 25% the diameter of the cervix was less than 4 cm 4 


and massive infusions of saline and glucose had to be substituted 
on many occasions. Actually, however, no death from haemor 
rhage occurred in this series. 
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The presence of sepsis, whether real or potential, was not 
infrequently of dec.sive importance in regard to the treatment 
employed. In this group of 134 cases only 16 had received 
any antenatal care, thus giving a proportion of 12% booked 
cases to 88% emergency cases. In many instances outside 
examinations had been done by unskilled persons, and potential, 
if not actual, infection was therefore present. Under these 
circumstances Caesarean section was ruled out in a large number 
of patients who would otherwise have been suitable candidates 
for the operation. Version carried with it the risks of intra- 
Use of Willett’s forceps came to be 
regarded as the least risky measure for the patient, if simple 


} rupture of the membranes failed to control the bleeding. The 


single death in the series was due to sepsis in an emergency 


jcase of central placenta praevia complicated by a Bartholin’s 


abscess. 
: Results 
The results of the various methods of treatment are shown 


-j in the above tables. 
Caesarean section is undoubtedly attended by the best results © 


for both mother and child, and. is the treatment of choice in 
cases of central placenta praevia and severe cases of marginal 
placenta praevia. In the 18 cases of this series there was no 


prematurity and mainutrition. For the reasons detailed above 
Caesarean section was not performed more often. Caesarean 


‘| hysterectomy was cone in one case (a 7-para aged 37) on account 


of persistent haemorrhage from an atonic uterus after removal 
of the placenta. 


Rupture of the membranes, with or without other conserva- 
tive measures, such as the application of an abdominal binder 
and the occasional use of low forceps, gave the next best 
results. The 42 cases in which this treatment was used were, 
however, the less severe ones, as evidenced by the fact that 
the ayerage blood loss was only 480 c.cm. in this group. In 
many cases in which it had been intended to apply Willett’s 
forceps it was found that the simple rupture of the membranes 
sufficed to control the haemorrhage and that further treatment 
was unnecessary. No maternal mortality occurred in these 
cases, and there was a 63% survival rate of the infant. 

Version—This method was used in 28 cases, and, although 
attended by no maternal deaths, it showed the customary 
unfavourable result for the child. There were 23 stillbirths, 


amount of blood lost by the mother during labour was 
545 c.cm. 


Willett's Forceps——This method of treatment was employed 
in 46 of the patients. There was one maternal death in a bad 
case of central placenta praevia with a discharging Bartholin’s 
abscess containing positive cultures of. gonococcus, Staph. albus, 
and Str. faecalis. Caesarean section was contraindicated, and 
as a last resort Willett’s forceps were applied. Delivery was 
efiected with a blood loss of only 600 c.cm., but the patient 
succumbed to sepsis on the seventh day of the puerperium. 
With this single exception all the mothers survived. The average 
maternal blood loss was 650 c.cm., and the haemorrhage usually 


{ceased dramatically on the proper application of Willett’s, 


forceps with light traction. Of the babies, there was a survival 
tate of 44%, and there were 34% stillbirths and 22% neonatal 
deaths. Prematurity and asphyxia accounted for nearly all 
the cases of infant death. It must be borne in mind, also, 
that ‘the nutritional standard of the mothers was generally very 
low and that many of them were suffering from beriberi—a 
factor which undoubtedly had an influence on the foetal death 
fate. In the great majority of cases the punctured scalp wound 
healed rapidly with no complications, and was often difficult 
to detect on the day after delivery. In a few cases a cephal- 
haematoma developed beneath the site of application of the 
forceps. In one case a baby of 38 weeks’ maturity, weighing 
44 Ib., developed infection of the scalp and died on the 
eighth day. 


Discussion 
While it is granted that, under ideal conditions, the most 


favourable results in the treatment of placenta praevia are to 
Obtained by the judicious use of Caesarean section, the 


maternal death and only one stillbirth, but there were 4 neonatal’ 
. »deaths—an unduly high figure which was mainly due to 


3 neonatal deaths, and only 2 surviving children. The average. 


obstetrician must be prepared to treat cases under less favour- 
able conditions where the operation is contraindicated. The 
above series of cases is of interest in that it represents a group 
in which less favourable conditions prevailed. Caesarean 
section was frequently ruled out on account of the presence 
of sepsis and other complications, and was therefore used in 
only 14% of the series. In the treatment of cases in which 
delivery by the vaginal route must be undertaken, it is our 
opinion that Willett’s forceps should occupy a leading place. 

In 1925 J. A. Willett first described the forceps that have 
been called by his name, and they have been used more or 
less extensively since that date. Modifications of the instru- 
ment have been introduced by Gauss (1934) and DeLee (1939). 
Of recent years, however, there has been a tendency te decry 
the use of the forceps. Bourne and Williams (1939) stated that 
“Willett’s forceps have fallen somewhat into disuse, but are 
still of value in the treatment of lateral or marginal cases 
in which artificial rupture of the membranes and the applica- 
tion of a binder have proved insufficient to control haemor- 
rhage.” F. J. Browne (1939), after an experience of two cases 
in which the use of the forceps was followed by B. welchii 
infection of mother and foetus, has gone so far as to conclude 
that Willett’s forceps should have no place in the treatment 
of placenta praevia, in spite of the fact that the maternal 
mortality of 252 reported cases was only 3.5% and the foetal 
death rate 46.4%. 

The disadvantages of Willett’s method are: (a) It is only 
applicable to vertex presentations. (b) The forceps may pull 
off, but this seldom happens if an adequate fold of foetal 
scalp is secured and a traction weight not exceeding 1 Ib. is used. 
(c) It may fail to stop the bleeding, but this is rarely seen 
after an efficient application of the forceps. (d) “Maternal 
infection may occur, as in the cases reported by Browne. 
(e) Wounding and infection of the foetal scalp may be seen, 
and are more likely to occur if there has been more than 
one application of the forceps or if the instrument has been 
allowed to tear off. 

On the other hand, the advantages claimed for the method 
are: (a) The use of the foetal skull as an instrument for com- 
pressing the placental site compares very favourably with that 
of the breech, a bag, or gauze packing, on account of the 
smooth and accurate manner in which it fits the lower uterine 
segment. (b) The method can be used when the os will admit 
only one or two fingers, at a time when it may be difficult 
or impossible to bring down a, leg. (c) Efficient application 
of the forceps and the exertion of mild traction, never exceeding 
1 or 14 Ib., are nearly always followed by abrupt cessation 
of the haemorrhage. (d) Very tittle internal manipulation is 
required to make the application, as-compared with that neces- 
sary to perform version or to insert a bag, thus minimizing 
the risk of introducing sepsis or of aggravating infection which 
may already exist. (e) The foetal mortality is relatively low: 
it may be stated in round figures that with Willett’s forceps 
the survival rate for the child is in the region of 50%, whereas 
with version the mortality rate is in excess of 70%. 

The value of the method is therefore very clear, and it 
‘would appear that its advantages distinctly outweigh its dis- 
advantages when compared with version, which is its chief 
rival in the therapeutic field. In remote districts where facilities 
for Caesarean section are not available, or where the practi- 
tioner is confronted with a case requiring immediate treatment, 
the use of Willett’s forceps has often proved to be a simple, 
efficient, and life-saving measure. We have come to the con- 
clusion that the use of Willett’s forceps should take pride of 
place in the treatment of placenta praevia in cases in which 
Caesarean section is contraindicated and in which simple 
rupture of the membranes and the application of an abdgminal 


binder fail to control the haemorrhage. 


Summary 
A series of 134 cases of placenta praevia is reported, of which 
16% were central, 40% marginal, and 44% lateral in their 
situation. : 
There was one maternal death (0.75%) in the series, and 
the combined stillbirth and neonatal death rate for all methods 
of treatment was 54.0%. 


Willetts 
and that 
mbranes, 
lateral 
Praevia 
Child 
N.D. 
q 
N.D. 
14 
1) 
13 : 
N.D. | 
2 
2 


12 JAN. 6, 1945 


NYLON FOR BURIED SUTURES 


Mepicat Journan | JA 


The child mortality rate accompanying the different methods 
of treatment was as follows: Caesarean section 28%, rupture 
ef membranes 37%, Willett’s forceps 56%, version 93%. An 
unusually high neonatal death rate was encountered in this 
series, due to the frequent combination of prematurity with 
malnutrition and B, avitaminosis in the newborn. 

The use of Willett’s forceps in the treatment of placenta 
praevia is advocated in cases in which Caesarean section is 
contraindicated and in which artificial rupture of the membranes 
fails to control the haemorrhage. 

We desire to make due acknowledgment to the former Director 
of Medical Services, Hong Kong, through whose courtesy clinical 
facilities were made available for the treatment of these patients. 
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“ All real surgeons have been interested in wound repair ” 
(Whipple, 1940). The nature of the material used for suturing 
wounds has an important influence on their healing, and it 
behoves all whose work involves the inflicting and the repair 
of wounds to give much thought to the subject of suture 


materials. 
Catgut 

Catgut is easily the most popular substance for buried sutures. 
Most surgeons get what appear to be reasonably good results 
with it, and the property of absorbability is one which has 
a popular appeal. Nevertheless, its disadvantages are not few, 
and they have been repeatedly pointed out in surgical literature. 
Inherently infected with spore-bearing organisms as catgut is, 
its sterilization has always been a. difficult problem. The 
serious infections which all too often followed its use caused 
Kocher, quoted by Halsted (1913), to exclaim, “ Away with 
the catgut,” and persuaded him to use silk instead. In recent 
years the sterilization of catgut has become effective on the 
whole ; it is stringently supervised, and rightly so. Neverthe- 
less there is always a possibility of a dangerous infection arising 
from its use. 

The fact that catgut is an animal material capable of absorp- 
tion in the tissues of the body is in some respects a dis- 
advantage. Catgut can produce an allergy, when its subsequent 
use results in a marked local reaction, rapid absorption, and 
disruption of the wound (Kraissl, Kesten, and Cimiotti, 1938). 
Furthermore, it can be absorbed only by provoking an inflam- 
matory reaction, with leucocytic infiltration and exudation of 
serous fluid, accompanying the resolution of which is an 
extensive fibrosis. This reaction often causes a serous dis- 
charge from the wound which delays healing. Babcock 
(1935) reported oedematous wound-edges which separated and 
remained moist for several weeks following the use of sub- 
cuticular catgut sutures in thyroidectomy. This did not occur 
when silk was used. Dunphy and Botsford (1939) and Puestow 
(1940) reported identical findings. Jenkins and Dunham (1943) 
attributed part of the inflammatory reaction to the irritant 
hydrocarbons with which the catgut is treated during its 
preparation. That wounds sutured with catgut gain tensile 
strength more slowly than those repaired with silk was. shown 
by the experiments of Howes (1933) and of Localio, Casale, 
and Hinton (1943). Confirmation is found in Whipple and 
Elliott’s (1938) findings that the incidence of wound disruption 
was more than eight times greater after catgut had been used 
than after silk. 
catgut digestion, and Fallis (1937) an inflammatory reaction 


with serous exudation in disrupted wounds after catgut suture. - 


Parsons (1937) had a recurrence rate of 12.7% for hernias 
repaired with catgut and only 3.5% with silk, using the same 
technique. 


‘was superior to silk and silkworm-gut in clean wound 


. @edematous, were adherent to the overlying skin, and in 10} 
Jenkins (1937) noted a marked degree of | 


In his famous paper on surgical technique Halsted (1919) pensi 
remarked: “It should be borne in mind that during the greater} jor 
part of the period of its disintegration the catgut suture @) 4. ] 
not only serving its purpose but is playing the role of necrotig in mi 
tissue, of a culture medium.” This dead animal tissue is indeed} go, + 
a favourable soil for baeterial growth, maintained as it is a have 
body temperature in wounds, and it is not surprising to find} oun 
that observers have noted that wounds in which catgut hag Sutur 
been buried are peculiarly prone to infection. Meleney (1939}},. 9 
in a large series of clean cases, found that the incidence of that | 
infection in wounds sutured with catgut was three times ™ 
great as in those sutured with silk. Whipple (1940) extended 
the same series to several thousand cases, for which the figug 
was 2.5. In Shambaugh’s (1937) series of hernias catgut repaig 
were infected twice as often as silk, while the incidence of 
minor complications, such as serous discharge, was eight time 
as great in the former as in the latter. Elkin (1940) found the 
incidence of infection after catgut to be 4.5 times as great a 
after silk. Meleney (1935) reported Vivier’s findings that, of 
experimental wounds sutured aseptically with fine silk and] 
catgut, the latter contained more bacteria throughout the healing 
period. Shambaugh and Dunphy (1937) found that experimental 
wounds sutured with silk tolerated bacterial contamination 
better than those in which catgut was used, and Cutler and 
Dunphy (1941) concluded that the degree of infection in infected 
wounds sutured with silk was, on the whole, less than in tho 7°Y¢ © 
repaired with catgut. $ 

It is obvious, from this mass of evidence, that catgut is by 
no means the ideal suture material. Ree 


Silk, Linen, and Cotton , 
In the field of non-absorbable materials silk, cotton, and linea 
threads have been used with success in clean wounds. Halsted 
(1913) stated that the results with silk, properly used, were 9 
perfect that he thought its use would become general. It has 
been the experience of many, however, that infection in4 
wound sutured with these materials often results in a discharging 
sinus which will not heal until the sutures and ligatures have 
been expelled—a process which may take several months. The 
reason. for this severe drawback to their use probably lies in 
the fact that the threads are made up of many filaments, among 
which bacteria may multiply beyond the reach of the body’ 
defences. 
Nylon 
Nylon is a new-comer to the field of filaments. Being a 
synthetic product it is sterile when manufactured, and it cannot 
harbour organisms in its interior. It is in common use asa 
substitute for silkworm-gut in skin sutures, but it has been little 
employed as a buried material. Nylon is obtainable as a solid, 
or monofilament, thread and as a woven or twisted mult 
filament thread. Nichols and Diack (1940) tested the pe 
in experimental wounds and found that it produced about the 
same cellular reaction as silk, both being much less irritant} 
than catgut. Aries (1941) found that monofilament nylon 
produced still less reaction, and that when wounds were infected 
the inflammation and leucocytic reaction subsided more rapidly 
round nylon than round silk. Melick (1942) confirmed exper’ 
mentally the minimal foreign-body reaction of nylon, and hej * tr 
used the multifilament material for the repair of 25 inguindl § 
hernias with satisfactory results. Stonham (1942) used nylo 
for buried sutures in. some operations, and concluded that i 


Localio, Casale, and Hinton (1943) found that the tensik 
strength in wounds increased more rapidly when nylon was} < 
the suture material than when silk, cotton, catgut, or steel wit 
was used. 
In. a series of experimental wounds in the abdominal wal 
of rats, sutured with nylon and with catgut and examine 
from 2 days to 8 weeks after operation, I found that thot 
sutured with catgut were always the more inflamed and mor 


of them pus was present round the catgut. The wounds su inflam: 
with nylon healed smoothly and rapidly, with a minimunr@}in hea 
inflammation and fibrosis. ° breakd 

In 300 operations I have used nylon for all buried sutumg Silk, 
and ligatures, as well as for skin sutures, and have never hai advant 
cause to regret it. The range of operations was very compm Presen: 
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hensive, and the extremes of age were 12 hours (repair of 
exomphalos) and 91 years (cholecyst-gastrostomy). Even in 
ithe presence of infection (for example, 76 appendicectomies, 
in many of which free pus was present) there was no tendency 
for the sutures or ligatures to be extruded. Colostomies, too, 
have been closed without trouble. Wounds healed rapidly and 
soundly, and with a noteworthy freedom from complications. 
Sutures have been removed on the sixth post-operative day, 
as a rule, in abdominal cases, and it has been my experience 
that it is not safe to remove them so early when catgut has 
been buried in the wound, particularly if the superficial fascia 
has been sutured with it. On several occasions, when a second 
operation was necessary, the previous nylon sutures were found 
to have a minimum of surrounding: fibrosis. The cases have 
been followed up for periods of from 1 to 9 months and no 
symptoms referable to the buried nylon have been elicited. 


Technique 

Several points of technique should be mentioned. Sterility 
is achieved by immersion in boiling water for 30 minutes. 
For nearly all purposes the fine- (No. 3) monofilament nylon, 
prepared in 40-inch lengths, is used, the strong (No. 5) being 
reserved for the ligation of large vessels and where there is 
tension. Suturing is facilitated by tying the nylon to the 
yeye of the needle with a half-knot. At first Halsted’s principle 
of universal interrupted sutures was adhered to, but it was 
soon found that continuous sutures could be used with impunity. 
‘It has been said that monofilament nylon is difficult to use 
_) because of its springy nature, its smooth surface which makes 


difficult to feel between the fingers. The techniqué of using 
itis easily acquired, however, and it soon becomes very pleasant 
material to handle. The smoothness with which it glides 
through the tissues is quite a revelation after catgut or silk. 
The so-called “nylon knot” is tedious to tie, and it slips 
easily ; the one which I employ is made by tying two half-knots 
with one end—the long one—held taut (Fig. 1). The ligature 
is run up tight, and is locked by a third half-knot tied with 
the short end held taut (Fig. 2). 


Fic. 2 


and I have used it in the ligation of large vessels, including 
the femoral artery. Long ends should not be left, and assistants 
are trained to cut them close to the knot. Tension sutures 
are not employed, for I am not convinced that they contribute 
materially to the strength of the wound, and they produce 
unsightly scars across it and delay healing. 

It is not suggested that there is no place for catgut. I still 
employ it for the mucosal sutures in most bladder and stomach 
Operations, because non-absorbable sutures may cause trouble 
in these sites. Nevertheless, for nearly all sutures and ligatures 
nylon has definitely established its superiority in my cases. 
An additional consideration is the fact that the cost of nylon 
for surgical work is only one-eighth that of catgut. 


Summary 
_ The presence of catgut in a wound leads to increased 
inflammation and induration, greater exudation of serum, delay 


nimunt @f in healing, and an increased incidence of wound infection and 


od sutur 


down. 
Silk, linen, and cotton threads are free from these dis- 


never hal§ advantages, but may cause great delay in healing if infection is 
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diameter, 


Nylon causes a minimum of tissue irritation, and its use 
as a buried suture material in 300 operations has shown its 
superiority to the materials in common use. Wounds healed 
rapidly and with no complications. 


I wish to express my thanks to Prof. Burn, of the Pharmacology 
Laboratory, Oxford, for providing the facilities for the animal 
experiments. 
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Medical Memoranda 


Parotitis due to Unusual Foreign Body in 
Parotid Duct 


References in the literature to foreign bodies in the salivary 
ducts are few. Mittermaier (1929) mentions “ bristles, fish- 
bones, hair, grain and seeds, splinters of wood, etc.” ; Illingworth 
and Dick (1941) state that “on rare occasions a foreign body, 
such as a piece of: straw, a fruit seed, or mycelia of actinomyces, 
may form a nucleus for stone formation” ; and Tramer (1938) 
reported a case in detail. The following account may therefore 
be worth recording. 
Case History 


The patient was a girl aged 6 years who complained one tig 
of pain in the right side of the neck, which within a few hours h 
become swollen below the ear. On examination next day the right 
parotid gland was moderately enlarged and tender, and thin purulent 
fluid was seen escaping from the orifice of the right parotid duct. 
The mouth and throat were otherwise normal, and nothing could be 
felt on palpation of the duct; the temperature and pulse were 
100.5° F. and 120 a minute respectively. 

The following day the temperature was 98.4° F. and the 
100, but the local swelling and tenderness were more marked. Afi 
cleansing the mucosa round the duct orifice with spirit before takirg 
a swab of the pus, slight pressure was made on the duct. t 
fluid appeared from the opening, and was followed by what seemed 
to be a bristle, one portion (the last to leave the duct) of which was 
coated with pus. Chewing-gum was given to help drainage by 
stimulating the salivary flow, and a course of sulphapyridine was 
started. e fluid seen flowing from the duct next day was 
tinguishable from normal saliva, and as it seemed unnecessary the 
sulphapyridine was stopped after a total of 6 g. had been given. 
Two days later the gland was no longer enlarged; the temperature 
was normal, and, except for slight local tenderness, which dis- 
appeared after a further five days, recovery was complete. 

Dr. J. B. Penfold examined the pus and the foreign body and 
reported as follows: “ Film: Many pus cells, few epithelial cells, 
and numerous mixed organisms. Culture: Mixed growth of normal 
mouth organisms. Foreign body: Husk of seed 6 mm. by 1.5 mm. 
with tail 4 mm. long.” He submitted the husk to 
Dr. E. J. Salisbury, Director of the Royal Botanic Gardens, who 
identified it as “a floret of oae of the cultivated forms of the 
common rye grass, Lolium perenne. This form _has a fairly long 


. finely barbed awn, which was no doubt responsible for setting up 


irritation.” 

Foreign bodies are more common in the submandibular duct 
on account of its larger size and the position of its orifice on 
the floor of the mouth (Mittermaier, 1929). Both the site and 
the nature of the foreign body are unusual in this case. Tramer 
(1938) describes the case of a child 6 years old who developed 
parotitis lasting, with fluctuations in its severity, for well over 
one month: on the forty-first day an incision was made into 
the parotid, from which pus (giving a mixed growth of organ- 
isms) discharged for 31 days. A foreign body was seen in the 
wound on the thirty-first day and removed ; at the end of a 
further six days the wound was healed completely. The foreign 
body proved to be a fragment of grass seed, consisting of a 
husk and a piece of stalk, but was too incomplete for exact 
identification. 
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The present case and that of Tramer both occurred in young 
children, who are more likely than adults to put unusual objects 
in the mouth. In this case the possible origin of the husk 
from some cereal food is rendered unlikely by its completely 
undamaged condition, and as the child lives on a farm she has 
ample opportunities for eating raw grass seeds. 


| wish to thank Dr. J. B. Penfold, pathologist to the E.P.S. Laboratory, 
Billericay, and Dr. E. J. Salisbury, Director of the Royal Botanic Gardens, 
Kew, for examining the specimens. 


R. H. Trinicx, M.B., B.Ch., B.A.O. 
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A Domestic Case of Chlorine-gas Poisoning 


During the past few years much time and much energy have 
been devoted to the detailed organization of schemes for deal- 
ing with the effects of the possible use of gas warfare by the 
enemy. Fortunately these schemes so far have not been put 
to the test, and as a result the personal knowledge of many of 
us on this subject is almost entirely theoretical. It was there- 
fore with no little interest that a clinical case of chlorine-gas 
poisoning came to our notice recently, and it is rather ironical 
to reflect that this solitary gas casualty occurred as a result 
of mixing two common household cleansing agents. The 
history of the case was as follows. ° 


Case History 


At about three o’clock one afternoon Mrs. X., a Birmingham 
housewife, n to clean her Her husband had recently 
decorated the bathroom and she was particularly anxious io remove 
all stains from the bath, an@ accordingly decided to use both harpic 
and parozone. She sprinkled harpic liberally into the bath, using 
about 2 oz., and then poured on about half a pint of parozone. 
The bath was quite dry at the time and the door of the bathroom was 
closed. She noticed the sizzling which occurred on mixing the two 
substances, but did not attach any imporfance to it, and. as she had 
lost her sense of smell in childhood she remained quite unaware of 
any possible danger, and continued with her cleansing, leaning well 
over the bath for the purpose and —t vigorously. Her eyes 
soon began to water and she felt a pain in her chest on breathing ; 
then she must have fainted, because the next thing she remembers 
is lying on the bathroom floor. She couldn’t stand up, but crawled 
to the head of the stairs and eventually got down them and out 
into the garden. Here she was violently sick. Breathing was very 
difficult and painful; she felt as if she was choking, and was quite 
certain she was going to die. There was no one else in the house 
and, finding that her voice was too weak to call for assistance, she 
threw stones to attract her neighbours, but was unsuccessful in 
doing so. After a considerable time she managed to crawl upstairs 
and on to her bed, where she was found by her family on returning 
from work between 5 and 6 p.m. 

One of us (L. M.) saw the patient about 7 p.m. and found her 
lying on her right side on the bed fully dressed. Her breathing was 
obviously distressed, the lips were cyanosed, and the pulse was 
strong and regular and the rate 100. Rales and sibilant rhonchi 
were present over the front and sides of the chest: a detailed 
examination was not deemed advisable because of her general condi- 
tion. Treatment consisted of rest in bed and an expectorant mix- 
ture, but on the following day a linctus had to be substituted for 
the expectorant mixture because of incessant coughing. Her pro- 
gress was satisfactory, and she was allowed up after three days; but 
three weeks later she still complained of unusual fatigue. 


COMMENT 


It was decided to investigate the effect of mixing parozone 
and harpic, and accordingly samples of each were bought and 
submitted to the city analyst, who reported as follows : 


“Parozone is a_ solution of sodium hypochlorite containing 
5.8. w/v of available chlorine. Harpic is impure acid sodium 
sulphate containing 77% NaHSO,. i 
liberates the chlorine from parozone. If 1 oz. of parozone is mixed 
with 1/3 oz. of harpic all the available chlorine is liberated and 
about 1.4 g. (equai to 500 ml.) of the gas would be given off. This 
amount would be reduced considerably if water were added, the 
solubility of chlorine in water being about 8 g. per litre. The limit 
of insupportability—i.e., the highest concentration which a person 
can breathe for 1 minute—is given as 100 mg. per cubic metre, 
so that a mixture of | oz. of parozone and 1/3 oz. of harpic would 
produce 14 cubic metres (equal to 450 cubic feet) of insupportable 
~? ~ average bath would have a capacity of approximately 50 
cubic feet.” 

The 2 oz. of harpic used. by Mrs. X. would be enough to liberate 
all the available chlorine from 6 oz. out of the 10 oz. of parozone 
used, so that about 3,000 c.cm. of chlorine gas must have been 
given off, and as the bath was quite dry all the gas would remain 
in the atmosphere. Being a relatively heavy gas, the highest con- 
centration would be expected in the bath itself, and as Mrs. X. 
leant well over the bath, and was presumably breathing fairly heavily 


rpic, acting as an acid, | 


from her exertions, there can be little doubt that she must hay 

inhaled an appreciable quantity of chlorine gas. It is likely thi 

anyone with a normal sense of smell would have withdrawn from) 

the atmosphere very much sooner than the patient did, and for thi 

reason no general conclusions should be drawn from this isolated = 

case. — 
L. J. S. D. Matone, M.B., B.Ch., B.A.0, 
J. F. Warn, M.D., D.P.H. 


A Case of Accidental Intestinal Myiasis (| {; 
The following case seems to be interesting enough to bel Thi 


placed on record. | 
CaSeE REpPorT om 
A previously perfectly healthy man of 22 was carried into sig som 
quarters at 10 o’clock one morning, having suddenly collapsed. He 
had felt quite well when he got up at 7 o’clock, was very hun and 
and ate a good breakfast. Approximately 14 hours afterwards Psy 
suddenly ‘‘ broke out” in a cold sweat, nearly fainted, and then} ind 
had a violent urge to defaecate. Tliis proved impossible. He hag) . a 
no tenesmus. This desire to defaecate was immediately followej{ 'S 
by nausea, severe vomiting, and vertigo. At no time did he hay} brea 
abdominal pain. teac 
On examination the face was pale, the skin cold and clammy} joo 


The pulse rate was 64, weak but regular, and respirations were 164 
minute. The temperature was normal. -The tongue had a heay the 
white coat, the pharynx was normal, the breath was not foul. Th! for 
eyes were normal, the pupils being equal and reacting normally to “ 
light and accommodation. The abdomen and all other system 
showed no abnormality on careful examination. The patient had 
vomited violently before arrival at sick quarters, and consequently 
the vomit was not available for examination, which later proved 

He was admitted and put straight to bed, with hot bottles. No 
food was permitted, and an excessive fluid intake was Fhe veel 
He was retching continuously, but did not vomit again. The retchi 
was successfully treated with a few drops of tincture of iodine in 
water. During the afternoon his bowels moved once, but_beyon 
being rather loose showed no other obvious abnormality. The next 
morning all nausea had vanished. He passed a véry loose motion 
which was full of blood and mucus. This specimen was sent to the 
laboratory, and the following repert was received: “ Pus, blood, 
mucus, and macrophages present. Faecal debris, nil. No ova o 
parasites seen. Culture: No pathogens isolated.” An ounce of 
castor oil was giver and the starvation diet continued, the patient 
being allowed only fluids. In the evening he developed a temper 
ture of 101° F. and a severe frontal headache; the next moi 
however, the headache had gone and the temperature was noi 
The patient himself was looking and declared that he felt mud 
better, though still rather weak. He had a strong desire to eat. No 
physical signs were found in the abdomen. The motion was sill 
very loose, and contained a large proportion of blood and mucus. 
It was also found to contain large numbers of live, highly active 
larvae. These were at once isolated, sent to the laboratory for 
identification, and proved to be the larvae of Stomoxys calcitram 
(the stable fly), a fly reported to be capable of producing intestinal 
myiasis. He was given a further ounce of castor oil, and du 
that day his bowels opened five times. Each motion con 
macroscopic blood and mucus, but no more larvae were passed. On 
the morning of the third day of the illness the patient was feeling 
considerably better, and had by then developed a ravenous appetite. 
The diarrhoea had cleared, but the two specimens he passed that 
both contained more larvae, though these were no longer active. 
further specimen was examined at the laboratory, and the report 
received was: “A few pus cells and undigested vegetable cell. 
Larvae still present.” 

On the fourth day only one motion was passed. This was nee 
and no further evidence of larvae was found. On the morning 
the fifth day another normal motion was passed, and the patient 
appeared to have recovered completely. No larvae could be found. 
The patient was allowed to eat, and in the evening he was permitted 
to get up. The next day he was given a full diet and allowed to 
walk around the ward all day. All symptoms had cleared, 
motions were normal, and no further evidence of larvae a 
He was finally discharged on the morning of the seventh day of th 
illness apparently completely recovered, and no relapse of symptoms 
had been reported up to the time of writing this report, 14 days after 
discharge from sick quarters. : 

On finding the larvae, coupled with the fact that the patietl 
had a strong desire for food—an unusual finding in a patiell 
suffering from acute bacillary dysentery-—supported also by i 
fact that culture of the faeces had produced no pathogemk 
growth of organisms, a diagnosis of intestinal myiasis was maé 
In view of the species of larvae discovered it was felt that thi 
case was almost certainly “accidental.” On questioning the 
patient he stated that a few days previously he had eaten 
large number of cherries and plums, which he had not washed . 
and that he had placed them whole in his mouth without firs! Fairlie 
examining them or removing the stones. It is believed # The «, 
this constituted the source of infection. The fruit must hawy” © su 
been harbouring the larvae round the stones, and the patient halj #0n, a. 
eaten them, subsequently developing the acute attack descri dental 

Ian M. Macorecor, M.B., ChB, m 


Squad. Ldr.; Medical Officer, R.A.F., Central § What i 
Mediterranean Forces. o 
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Reviews 


BAO, 
A BOOK ON MEDICAL DIAGNOSIS 


Edited by Roscoe L. 
illustrated. 60s.) Philadelphia and 
1944 
This textbook of medical diagnosis aims at greater .compre- 
hensiveness than the ordinary students’ manual. Regions like 
the skin, the breasts, and the extremities are dealt with at 
some length, and there are separate sections on the endocrine 
_and the reproductive systems, and on the sterility survey. 
Psychological and psychiatric diagnosis are also included, and 
industrial and military medicine are not forgotten. The book 
is well produced, and Chapter VIII, on the examination of the 
breasts, to give only one example, is a brilliant exposition of 
teaching by text and illustration. Nevertheless this is not a 
book we can whole-heartedly recommend, and a paragraph from 
ia the chapter on examination of the skin will serve as a text 
for our criticism: 

“ Eggshell nails, soft, somewhat transparent, easily bent and split 
may indicate arthritis, peripheral neuritis, leprosy, or hemiplegia. 
Beau’s lines, transverse lines or superficial sulci, may occur after 
acute infectious diseases, syphilis, tuberculosis, or nervous diseases. 
Onychomadesis, or shedding of the nails, has been observed in 
arsenical poisoning and diabetes. Hypertrophic nails may result 
from neglect or chronic dermatoses. They may indicate an 
endocrine disease. Heaped-up detritus under the free edge of a 
nail may be due to fungous infection or psoriasis, particularly that 
type of psoriasis which occurs in association with arthritis. A 
painful ‘ paronychia’ may actually be a syphilitic chancre. The 
presence of epitrochlear adenopathy should be noted.” 

Uncorrelated factual information of this type is quite unsuit- 
able for the undergraduaté student: What he needs to learn 
is the principles of clinical examination, and this string of 
facts has no more relevance to them than a list of Solomon’s 
concubines to the study of theology. On the other hand, the 
information is much too incomplete for a book of reference. 
Koilonychia, or spoon-nails, is not mentioned in the text or 
the index. The experienced graduate, in fact, would find that 
the kind of uncommon information he wanted about finger- 
nails was not given here, and he would have to seek it in one 
of the standard works on dermatology. Turning to another 
section, we looked for guidance on the examination of a painful 
shoulder and failed to find it. It seems to us, in fact, that 
Dr. Pullen and his collaborators have failed in a task which 
ought never to have been attempted. That task is the divorce- 
ment of physical diagnosis from the other aspects of the study 
of disease. A good deal of nonsense has been written lately 
about the alleged lack of powers of observation shown by 
.modern medical students. Most of the writers would be unable 
to say what was the colour of the eyes of the last person they 
saw, what side he parted his hair, or whether or not he had 
a moustache, in spite of the fact that they may be quite 
good doctors. They have overlooked the fact that medical 
diagnosis is a quite specialized type of observation, like judging 
the points of a cow or the weight of a cheese. The duty 
of medical teachers is to inculcate this specialized type of 
observation, and yet keep alive in their pupils the generalized 
and unconventionalized powers of observation which are 
characteristic of an intelligent small boy. This is not an easy 
task, and we do not think Dr. Pullen’s book will make it 
any easier. 


Medical Diagnosis. Applied Physical Diagnosis. 
Pullen, A.B., M.D. (Pp. 1,106; 
London: W. B. Saunders Company. 
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PRACTICAL ANAESTHETICS 


lt that Textbook of Anaesthetics. By R. L. Minnitt, M.D., D.A., and John Gillies, 
tioning M.B., Ch.B., D.A. Sixth edition. (Pp. 487: illustrated. 25s., plus 9d. 
ad eaten? postage.) Edinburgh: E. and S. Livingstone. 


rte fin This well-known textbook, originally written by Ross and 
lieved thal Fairlie, now has the name of J. Gillies added to the title-page. 
must hay ‘Ne subject-matter has obviously undergone an extensive revi- 


patient hal sion, and new chapters on trilene, endotracheal, intravenous, and 


describel} dental anaesthesia added. Full descriptions of practical matters 


., ChB. will make this book appeal particularly to the beginner in 
§What is, after all, a very practical specialty. The general stan- 
s. | dard of the book is so good that it is difficult to choose any 


*one section for special commendation. The chapter on the 
choice of the anaesthetic serves as an example ; it gives a liber- 
ality of sound advice for which mature experience has been 
responsible, and which can be followed with confidence. Some 
of the theoretical matter in the book is open to question. For 
example, the opinion that anaesthesia without rebreathing 
causes acapnia and may be harmful will not find general accep- 
tance. Fig. 46 is marred by a failure to account for liquid 
nitrous oxide in a cylinder the pressure in which has already 
fallen considerably. 

A short section on local analgesia is also included. This is 
not up to the general high standard of the book in so far as 
its usefulness to the novice is concerned. While serving as a 
brief account for pre-examination revision, the descriptions are 
too short and the illustrations too scanty to be of use to one 
who ‘intends producing regional anaesthesia for the first time. 
Only 54 lines are given to heavy nupercaine spinal analgesia, 
while the spinal techniques of Sebrechts and Lake receive a 
paragraph each, and 10 pages are devoted to local analgesia 
for dentistry. 

The book is beautifully produced by E. and S. Livingstone, 
Ltd., and is undoubtedly an important modern textbook on 
anaesthetics. 


THE FAMILY SITUATION 


Family ———_ An Introduction’ to the Study of Child Behavior. By 

Jamés H. Bossard and Eleanor S. li. (Pp. 265. 18s. 6d.) Phila- 

of Pennsylvania Press; London: Oxford University 
‘ess. 


In the study of behaviour we must consider the individual 
and the environment, and the elements of the environment 
are termed “situations.” For the child the most important 
situation is the family situation, which is the subject of this 
book. The study of situations is the province of sociology, 
and the object of the book is to show how the study may 
be systematized and made more scientific. Situations may be 
regarded from three points of view—structure, process, and 
content. Social situations are not constructed as are those of 
the physiologist and often of the psychologist, but are found 
as they are and merit careful independent study. Family 
situations can be so studied and classified in the three groups 
mentioned. The second part of the book consists of examples 
culled not from original observation but from literature and 
“the literature.” These are dealt with under the headings: 
(1) Intrafamily relationships, which include the divided home, 
the new-arrival home, the mother-controlled home, and so on, 
with their effects on the child’s security ; (2) family patterns, such 
as the nomadic family, the social-climber family, the over- 
religious family, and so on; and (3) external factors, such as 
the farm family, the city family, and the home of the invalid. 
Finally there is, a chapter on how the sociologist should 
approach this study, which is obviously an important one. 

This is an interesting book. It will give all those who are 
concerned with the study of how the individual reacts to his 
environment (and what doctor should not be?) much food for 
thought. 


ORTHOPTICS 

The Practice of Orthoptics. By G. H. Giles, F. K F.S.M.C. 

Foreword by Air Vice-Marshal Sir David Munro. (Pp. ; illustrated. 

25s.) London: Hi ond and I 
An authoritative exposition of the possibilities and limitations 
of orthoptic treatment in squint is as yet to come. It is not 
a slur on Mr. G. H. Giles that his book hardly satisfies these 
exacting criteria ; the subject is still too fluid and the present 
book reflects the uncertainties of this field of study only too 
well. The author would, however, have done better to have 
confined himself strictly to the field he has attempted to survey 
rather than include a mass of more or less irrelevant detail on 
refraction. The whole structure of the book reflects the limited 
outlook of the non-medically trained optician. Refraction work 
is dealt with here as part of the particular anomaly of squint, 
instead of being regarded as a standard method of investigation. 
Again, the stress on the psychological factor, while undoubtedly 
valid in viewing the problem as a whole, somehow ends in 
this treatise with a quasi-judicial assessment of “ naturopathic ” 
methods. None the less there is here a mass of useful informa- 
tion drawn from the scattered literature, but patience as well 
as interest is needed to read its exposition. 
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A Bibliography of Aviation Medicine Supplement, by P. M. Horr, 
E. C. Horr, and J. F. Futton, is distributed for the Committee of 
Aviation Medicine, National Research Council of America, by C. C. 
Thomas, 327, East Lawrence Avenue, Springfield, Ill., at $2.50 post 
paid. The previous Bibliography of Aviation Medicine gave a very 
complete list of references upon all subjects which relate to aviation 
medicine, up to about the time of America’s entrance into the war. 
The present Supplement brings the earlier list up to date. It is of 
course only up to date so far as it includes all papers which have 
been published, but it is everyone’s misfortune that most of the 
more important papers will have to remain unpublished until hostili- 
ties have ceased. With this single serious qualification the Supple- 
ment, which is most admirably compiled and set up, can be heartily 
recommended. 


The Lady of the Hare: A Study in the Healing Power of Dreams, 
by Joun Layarp, D.Sc. (Faber and Faber; 12s. 6d.), is a study of 
Jungian psychology by a non-medical psychologist who had under- 
taken the treatment of a countrywoman with a mentally deficient 
daughter and a neurotic sister (so is the diagnosis). Twelve inter- 
views at roughly weekly intervals were all that were needed to cure 
the patient of rheumatism and dyspepsia, to improve the intelligence 
of the daughter and the ‘temper of the sister and the relationship of 
all three. The dreams of the patient are recorded, and especial 
attention is drawn to one in which she sacrifices a hare. This is 
made the central theme of the narrative of how the purifying and 
revealing forces of the unconscious well up and influence not only 
the individual .but those in contact with her. The hare was the 
symbol of redemption for this patient, and the author later dis- 
covered that the hare figured in folklore in a similar connotation 
all over the world. This folklore is described in the second part 
of the book and certain aspects of Jungian philosophy are discussed, 
especially the interplay of animus and anima (the father and mother, 
masculine and feminine symbols) and the complementary nature of 
conscious and unconscious. The author also relates the struggle 
between the instinctive and spiritual qualities with the resurgence 
of religion. This book will interest those brought up in the school 
of Jung and others concerned with mythology and psychological 
theories, but many plain medical practitioners will find it hard to 
understand or to be convinced by it. 


Preparations and Appliances 


AN ANAESTHETIC FACEPIECE FOR USE IN 
THORACIC SURGERY 


Dr. H. J. V. Morton, senior anaesthetist, Hillingdon County 
Hospital, Uxbridge, Middlesex, writes: — 


This facepiece facilitates the carrying out of anaesthesia for 
intrathoracic surgery following the method described by Beecher 
(1940). The procedure is as follows : 


The modified McKesson type mask with a special outlet tube 
over the mouth, together with preferably Magill’s (1943) flexible 
connector, is used in the ordinary way during induction. After ~ 
anaesthesia is established the larynx is lightly cocainized by spray- 
ing during inspiration with a suitably curved Rowbotham’s spray" 
introduced through an oropharyngeal airway. Direct laryngoscopy 
is performed and a wide-bore Magill’s tube passed through the 
mouth. The tube also may with advantage be sprayed with a little 
anethaine or 10% cocaine along its distal half immediately before 
insertion. These manceuvres are sufficient to ensure the smoothness 
of the subsequent general anaesthesia and supersede formal 
cocainization of the larynx with its attendant unpleasantness for the 
conscious patient. 

After the tube has been passed a London Hospital airway is 
threaded over it to give protection against the teeth. In an 
edentulous patient a Thornton’s gag is used. The mask is put 
on again. With the aid of a Spencer Wells forceps a sorbo washer 
(A) is threaded over the end of the tube and pushed down until it 
rests on the flange (B). Magill’s connector is then plugged in. 
' The outlet tube of the mask is of such a length that the end of 
the connector when pushed right home presses the washer firmly 
against the flange and seals off the joint between intratracheal tube 
and connector from the cavity of the facepiece and makes it air- 
tight. A Clausen’s harness and chin-strap hold the whole assembly 
firmly in position. With the patient’s head extended the intra- 
tracheal tube should be long enough to reach from just below the 
larynx to just above the outlet tube of the mask, as shown in the 


During operation the patient is kept in the Trendelenburg position, 
and in wet lung cases bronchial secretions run down the trachea 
and collect in the facepiece. When occasion demands, Magill’s 


connector is unplugged, thus exposing the end of the intratracheal 
tube, down which a lubricated suction catheter can be easily passed, 

The advantages and disadvantages of this type of technique have 
been fully discussed—Beecher (1940), Nosworthy (1941), Hewer 
(1944). It-is enough to-say here that if it is decided to use such a 
method for lobectomy or pneumonectomy the facepiece described 
considerably simplifies. the practical problems. of anaesthetic 
administration, especially with cyclopropane. Controlled respiration 


anat 


~ 


and bronchial suction are practicable without resort to the use of 
ballooned tubes and the attendant risk of tracheal trauma. Wib 
this mask the airtight fit necessary for closed-circuit anaesthesia and 
for the assurance of upper-lobe inflation by intermittent positive 
pressure (Maier, 1944) is made on the face, where it is unquestionably 
safe. 

The mask was made for me by Medical and Industrial Equipment 
Ltd., 12, New Cavendish Street, London, W.1. 


Beecher, H. K. (1940). J. thorac. Surg., 10, 202. 
Hewer, oa L. (1944). Recent Advances in Anaesthesia and Analgesia, Sth 


London. 
Magill, I. W. (1943). Lancet, 2, 701. 
Maier, H. C. (1944). Anesthesiology, 5, 11. 
Nosworthy, M. D. (1941). Proc. roy. Soc. Med., 34, 479. 


The Marriage Guidance Council (78, Duke Street, Grosvend 
Square, W.1) held its annual general meeting recently at the Caxto 
Hall, Westminster. The report for the past year showed that i 
membership had doubled, that new branches had been formed# 
the Provinces, and that the London Marriage Guidance Centre hal 
dealt with 650 cases. Opportunity for further extension of ® 
work was hindered somewhat by lack of funds and of office st 
Before this meeting a conference had been held. The first sessitt 
dealt with “‘ Preparation for Marriage ” from (1) the medical, (2) i 
psychological and spiritual points of view. The value and contél 
of an interview between engaged couples and a doctor were explaiit 
by Dr. Lilias Jeffries. The Rev. Gilbert Russell, M.B., B€ 
spoke of his own method of imparting advice and information. 
second session dealt with ‘‘ Marriage Guidance.” Dr. Eé blood 
Griffith reported in detail certain cases illustrative of the help f thr 
can be given to couples in difficulties, He was followed mj ~ TOUS 
Mr. Claud Mullins, the Metropolitan magistrate, who reaffirmed tion y 
belief*in the value of conciliation work done by trained offi this b 
before a couple appeared before the court, where their case w0l : 
not be — from its human aspect but argued on its @ Plurali 
basis only. 
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PATHOLOGY OF INFECTIVE HEPATITIS 


It is a sad illustration of man’s unreasoning acceptance 
of authority that a mistake by Virchow in 1865 should 
} have misled pathologists and clinicians as to the true 
nature of the lesion in simple or, as he termed it, 
“catarrhal” jaundice for three-quarters of a century. 
Bright and Addison were on the right lines in their 
Practice of Medicine, which was published in 1836, when 
they observed of subacute inflammation of the liver that 
“cases of the less acute kind . . . generally yield to treat- 
‘ment . . . and they form a large proportion of the cases 
of simple jaundice which present themselves in practice.” 
This correct view of the place of simple jaundice in 
nosology was upset by the dictum of the German morbid 
anatomist, subsequently to be handed from teacher to 
\ student and from book to book, that the disease originated 

in a catarrh of the duodenum which involved Vater’s 


ampulla and led to the plugging of the orifice of the 


common bile duct with mucus. The story was plausible 
enough: there were nausea and distaste for food as 
| evidence of gastro-enteritis, the pressure of bile is so low 
that a mucus plug might well be conceived to obstruct 
the flow, and there was the asseveration of the Master 
that he had observed this in situ. All this has now gone 
by the board, and even those who, with the late Sir Arthur 
Hurst, claimed that on clinical grounds they could differen- 
tiate a hepatitic type of jaundice from a “ catarrhal” type 
have now, it is believed, been converted to the view that 
all forms of simple jaundice—as distinct from gross 
obstructive jaundice, haemolytic jaundice, and toxic 
 jaundice—arise from a hepatitis. 

If this be granted, there still remains the question of 
whether the hepatitis, which may seemingly be produced 
in a number of different ways, is a single disease or is 
capable of differentiation into various types which have 
in common the symptom of icterus. It is recognized that 
jaundice of this variety may be sporadic or epidemic, or, 
as observations scattered over the last ten years have 
shown, be produced by the injection of human blood, 
plasma, or serum, in which in some instances an ictero- 
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genic agent is present. Into the latter category it seems 


office stilf that “‘ arsphenamine jaundice ” must now come—a regular, 
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been regarded as a manifestation of an idiosyncrasy to 
arsenic. The accumulating evidence seems to show that 
j the principal agent in setting up this hepatitis is human 
blood which has been injected from one patient to another, 
a through a single syringe being used for multiple inocula- 
tion without effective sterilization. It is not possible in 
this brief space to, review the evidence of the unity or 
@ plurality of hepatitis, but there seem solid grounds for 


concluding that the type of- infection is the same in all 
cases, and that these may correctly be grouped under the 
heading of “ infective hepatitis.” Certainly on pathological 
grounds—as the biopsy studies of Dible, McMichael, and 
Sherlock! have shown—the hepatic lesion is the same in 
all instances, which, to put it no higher, is consistent with 
a like aetiology. 

Jaundice has long been recognized as a “ disease ” apt to 
occur in epidemics. This characteristic had rather been neg- 
lected before the present war, but we find that the American 
Civil War, the Franco-German War, the Boer War, and 
the war of 1914-18 all had their epidemics of jaundice. 
Epidemiologists placed the incubation period round about 
thirty days, but came to no certain conclusion on the mode 
of transmission or degree of infectivity of the disease. In 
all considerable epidemics of jaundice there is a definite 


. low mortality, of between 0.13 and 0.44%, and in the fatal 


cases there are found in the liver the characteristic changes 
of acute yellow atrophy. The relation of the severer dis- 
ease to simple jaundice is clear, and might well have 
suggested an analogous aetiology and a similar pathological 
change, but owing to the worship of Virchow this escaped 
recognition until Eppinger, during the 1914-18 war, had 
an opportunity to examine the livers of three soldiers who 
were killed in action while suffering from jaundice, and 
he described a hepatitis which was likened to acute atrophy 
in little ; there was no obstruction of the bile ducts. The 
full comprehension of the pathology of acute hepatitis, or 
acute infective hepatitis, was revealed by the biopsy studies 
of Roholm and Iverson? and the more extensive ones of 
Dible, McMichael, and Sherlock.- These observers, by 
‘making sections of small cylinders of liver aspirated from 
the living patient by means. of a hollow needle, were able 
to construct the picture of the pathological changes present 
during life and to follow these towards recovery or death. 
They showed that there is a definite hepatitis, characterized 
by severe cytological changes and more or less acute 
necrosis and autolysis of liver cells, leading to a diminu- 
tion in the size of the lobule and often to a disorganization 
of the columns of liver cells. Along with this there is a 
considerable invasion of the lobules, especially of their 
portal zones, by leucocytes and histiocytes. Successive 
biopsies revealed that in recovery there is a restoration of 
the liver even in cases in which disorganization is severe— 
a complete restitutio ad integrum. Where death took place 
the picture in the terminal stages was one of acute yellow 
atrophy. Recently a most valuable paper upon the path- 
ology of infective hepatitis and the post-mortem changes 
in fatal cases has been produced by Lucké.* This investi- 
gation is based on an analysis of 125 fatalities from over 
52,000 cases of the disease in the U.S. Army in 1942. The 
author divides the condition into pre-icteric, intermediate, 
and final phases, the duration of the first being about 
7 days, of the second about 26 days, and of the last 
about 10 days. There was no clinical or other indication 
in the earlier stages that the course of the disease would 
not end favourably ; the final phase was usually ushered 
in by nervous symptoms (a characteristic noted by Graves 


1 Lancet, 1943, 2, 402. 
2 Acta path. microbiol. jeant, — 16, 42 
- 8 Amer. J. Path., 1944, 20, 47 
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in 1843) and associated with ascites and vomiting. Haemor- 
rhages were common in the late period, especially in the 
intestine and lungs. The changes in the liver were invari- 
ably those of acute yellow atrophy, with characteristic red 
zones of complete liver-cell destruction and survival of 
vessels, bile ducts, and supporting tissue ; and other yellow 
areas of hyperplastic surviving liver cells, with bile-duct 


from proliferating bile ducts. An additional finding in a 
number of cases was a phlegmonous inflammation of parts 
of the gut; this was always associated with ascites and 
was evidently a terminal phenomenon. 

Do these new observations throw light on the mechanism 
of jaundice in this disease? As there is no obvious lesion 
and no evidence of bile retention in the main ducts and 
their interlobular branches, a straightforward obstructive 
mechanism appears to be ruled out. Lucké supports the 
view previously put forward by Dible, McMichael, and 
Sherlock, that there is nevertheless an obstructive element 
which operates in the intralobular bile canaliculi, found 
by both groups of observers to contain bile thrombi. It is 
possible that there may also be some escape of bile into 
the blood stream in the central areas of the lobules, where 
the liver cells are most badly damaged and the lobular 
arrangement most disorganized, and where the cells may 
be incapable of taking up bile and passing it on to the 
bile canaliculi. 


MITES, ASTHMA, AND ARSENIC 


In straightforward asthma the eosinophilia is usuaily 
moderate in degree and there are no gross changes in 
the lungs. There is, however, a series of conditions in 
which an excessive blood eosinophilia may be associated 
with changes in the lung fields which are visible in a 
skiagram. In Léffler’s syndrome! eosinophilia is asso- 
ciated with transient pulmonary infiltrations. There need 
be little in the way of symptoms, and the condition clears 
up spontaneously. Eosinophilic bronchitis? is a more 
serious and persistent disorder in which troublesome cough 
and asthma-like dyspnoea may be accompanied by lassi- 
tude, anorexia, and loss of weight. In the form of eosino- 
philic bronchitis described by Weingarten in India,* now 
often known as tropical eosinophilia, miliary shadows are 
seen in the lungs on x-ray examination, and the eosino- 
philia is of a high order, from 40 to 80%. At present 
it is difficult to define where eosinophilic bronchitis ends 
and the more serious conditions known as vascular allergy* 
and periarteritis nodosa begin. The latter are generally 
regarded as morbid responses to bacterial or protein sensi- 
tization, and they tend to a fatal issue. The most impor- 
tant discovery in this field has been made by Weingarten, 
‘who fourd that tropical eosinophilia could be cured by 
a course of injections of neoarsphenamine. Later authors 
have shown that other forms of arsenic may be equally 
effective, including acetarsol or carbarsone by mouth,® and 


1 Parkes =, F., Brit. J. Child. Dis., 1939, 36, 15. 
2 Lottrup, M. C. ‘Folia Haematol., 1936, 54, 66. 
3 1943, » 103. 
intern, 1941, 67, 709. 

5 Emerson, S. naval med. Bull ., 1944, 42, 118. 


proliferation and an appearance of liver-cell formation . 


that arsenical treatment is curative in cases of eosinophilic 


bronchitis in which the patient has not been in India.® 
Some cases of Léffler’s syndrome have been attributed 
to the migration through the lungs of the larvae of the 
roundworm Ascaris lumbricoides. In a paper in this issue 
of the Journal it is suggested by Soysa and Jayawardena 
that tropical eosinophilia is due to pulmonary infestation 
by mites, or acariasis. The two names “ ascaridiasis ” and 
“ acariasis ” are sufficiently alike to be confused unless care 
is taken. Acarus scabiei is an important parasite in man, 
and the itch has been one of our wartime worries, but in 
the absence of secondary infection its effects do not go 
very deep. Nevertheless more serious diseases are produced 
by mites in other creatures. 
for example, is caused by infestation of the respiratory 
tract by tarsonemid mites. Carter and his colleagues’ in 


_ Ceylon found mites in the sputum of 17 of 28 patients 


suffering from chest complaints. The frequency of finding 
of mites was proportional to the time that could be devoted 
to the examination and the number of specimens examined, 


for the mites are neither frequent nor constant. Even when 


collections consisting of 5 to 40 c.cm. of sputum were 
examined it was unusual to find more than one or two 
mites in any one sample. The mites found were similar 
to those which could be demonstrated in the dust of the 
hospital and the-laboratory, the bedding of patients, and 
similar situations. They were not contaminants of the 
sputum, as great care was taken to exclude this source of 
error ; nor were they mere air-borne transients in the bron- 


chial tree, for in some cases all stages from eggs to adults} 


were demonstrated. Carter and his colleagues thought the 
evidence suggested strongly that the mites were not just 
living in the bronchial tree as commensals but that they 
were actively pathogenic and responsible for the bronchial 
irritation and the eosinophilia. Soysa and Jayawardema 
have now collected 30 cases of eosinophilic bronchitis in 
Ceylonese soldiers, all of whom did well on oral treatment 
with acetarsol or carbarsone. Improvement was often pre- 
ceded by a temporary exacerbation of symptoms, a pheno- 
menon noted by others. Mites were found in 11 out of 


the 21 patients whose sputum was examined by the special } 


technique of Carter and co-workers, and the authors con 
clude, like Carter, that a proportion of cases of tropical 
eosinophilia are due to the pathogenic effects of mites 
Most of the patients were working in proximity to ration 
stores or equipment depots, where mites were numerows. 

It is clear that eosinophilic bronchitis is much commoner 
in the Tropics than had been realized, and that arsenic i 
effective in'treatment. The part played by the mite is mor 
controversial. The presence of excessive secretion. in the 
asthmatic bronchus favours the growth of bacteria and 
moulds, and certain types of Gram-negative bacilli and 
yeasts, which are almost certainly saprophytic and the 
result of the asthma, are sometimes found in pure culture 
Mites are evidently common in the atmosphere of Ceylot, 
and they might therefore be expected to colonize the ait 
way in eosinophilic bronchitis. It is even possible thal 
the mite acts as the vector for the specific agent of tropicd 
eosinophilia. If the mite is the primary cause of th 


6 Parsons-Smith, B. G., 1944, 1, 433. 
7 Indian med. Gaz., 1944, 79, 163. ’ 
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illness it is a little difficult to understand the therapeutic 
action of arsenic, which is not particularly effective against 
mites. Moreover, one would expect to get positive skin 
reactions with extracts of materials heavily infested with 
mites. A more practical question for the doctor in this 
country concerns the criteria for the diagnosis of eosino- 
philic bronchitis and the selection of patients for treatment 
with arsenicals. In a typical example the asthma is of the 
acquired type, and there is no family history of asthma 
or previous history of allergy. The total eosinophil count 
is over 4,000 cells per c.mm. and the percentage over 30. 
The x-ray appearances in the lungs are said to be almost 
pathognomonic. Only whén these criteria are fulfilled 
would it seem desirable to submit patients to vigorous 
treatment with a toxic drug such as arsenic. 


ARSENIC IN THE TREATMENT OF MALARIA 


The cinchona alkaloids, and especially quinine, have until 
recently held the field as being for all practical purposes 
the only specific remedies against malaria, and treatment 
consisted almost entirely in the dosage and methods of 
administering quinine. This traditional view was modified: 
when plasmoquine and then atebrin (mepacrine) had been 
shown to be equally specific in their action, and there 
began a period of search over wide fields for new and 
possibly more effective antimalarial drugs. The problem 
was not entirely or even mainly one relating only to effec- 
tiveness against the acute attack. That the ordinary attack 
of malaria can be clinically cured by either quinine or 
mepacrine has long been established. But there are direc- 


tions in which these drugs are not always capable of per- , 


forming all that is desired of them. This is particularly 
so in the failure as a result of treatment to eliminate that 
most troublesome characteristic of malaria—the liability 
to relapses. In a recent letter‘to this Journal! Capt. R. 
Good has suggested that arsenical treatment might be tried 
in cases of naturally acquired malaria which do not 
respond to quinine, etc., having found that in induced 
malaria (vivax infection) a single intravenous injection of 
neokharsivan (0.45 g.) invariably cut short the attacks 
without subsequent relapses. In another letter? Prof. 
Blacklock pointed out that in 1917-20 in a long series of 
studies in the treatment of malaria a team of workers at 


. the Liverpool School tested, among other drugs, arsenicals 


of the novarsenobillon type, as well as liquor arsenicalis 
alone and in combination with strychnine or quinine. The 
cases treated were long-standing infections which had 
relapsed frequently in spite of much treatment’ with 
quinine. The immediate effect of the arsenobillon on 
Plasmodium vivax was strikingly good, being even more 
rapid than that of quinine in causing all forms-of the para- 
Site to disappear. The ultimate results, however, were 
disappointing, as practically all the cases relapsed, even 
after a dose of 0.9 g. In falciparum.and malariae infection 
arsenobillon in the same dosage was not much use. 

The experiments referred to by Prof. Blacklock are not 
the only ones leading to the same conclusions—viz., that, 
although the intravenous injection of arsenicals may lead 
to rapid clearing of the parasites from the blood in vivax 
malaria, it has little or no effect against falciparum and 
malariae infection. Moreover, arsenicals, though imme- 
diately effective against the vivax parasite, do not elimi- 
Nate the liability to relapses. Goldman,* in 1938, found 
that in 90% of cases a single injection of 0.4 to 0.6 g. 


1 Oct. 28, 1944, p. 579. 
2 Nov. 18, 671. 
3 Amer. J. med. Sci., 1938, 196, 502. 


of mapharsen sufficed to terminate vivax malaria perma- 
nently, and the same claim seems implicit in Capt. Good’s 
letter. The important point here, which is not stressed, 
is whether these results in respect of subsequent relapses 
were obtained with cases infected by blood inoculation 
or by the bite of infected mosquitoes. Both S. P. James‘ 
and Warrington Yorke> have drawn attention to the 
marked difference in reaction to treatment under these 
two conditions. Both agree as to the non-liability to 
relapse after even the mildest treatment in cases in which 
malaria has been induced by blood inoculation, but not 
in mosquito-infected cases. It is also important to recog- 
nize that the effect of intravenous arsenic appears to be 
entirely confined to vivax infection, so that its usefulness 
for treatment of malaria in the Tropics would be limited. 
Administration of mapharsen or other arsenical com- 
pounds would appear at present to find little place in 
the treatment of malaria, though it may have a use in 
special cases. 


‘LIVESTOCK FERTILITY 
The fertility of farm animals can be increased by raising 
the number of young born in each litter or by producing heat 
and conception outside the normal breeding season. In 
1940 Parkes and Hammond‘ reported preliminary results 
of their efforts’ to use gonadotrophic extracts for this pur- 
pose. Injections of horse pituitary extract into ewes during 
anoestrus brought on oestrus, though the ewes would not 
accept the ram until given a second injection 15 to 17 days 
later. Of 7 ewes so treated 4 became pregnant, and 7 lambs 
were the result. The number of ova shed after such treat- 
ment was within the normal range. During the breeding 


. Season superovulation was induced by injeetions in the las® 


3 to 4 days of the cycle—that is, in the follicular phiase. 
As many as 9 ova were shed by one animal, and up 
to 7 fertilized eggs were recovered. In one instance 5 
embryos were still present half-way through pregnancy. 
More extended results published later? showed that preg- 
nant mares’ serum or oestrogen would also cause normal 
ovulation in anoestrous ewes, but heat did not follow the 
gonadotrophin injections except in the presence of a 
regressing corpus luteum. In oestrous animals the presence 
of an active corpus luteum appeared to suppress both 
ovulation and heat, but superovulation, with as many as 
12 ova, was obtained by giving horse-pituitary gonado- 
trophin a few days before the corpus luteum was due to 
regress. In cows and heifers Hammond and Bhattacharya® 
stimulated ovulation in a majority of cases by giving 
1,500-5,000 i.u. of pregnant-mare-serum gonadotrophin 
from 5 days before to 3 days after manual expression of 
the corpus luteum from the ovary. As many as 30 ovula- 
tion’ in a single animal were obtained, but in a small series 
that were allowed to go to term the number of young born 
was within normal limits, though twins and triplets were 
abnormally frequent. Folley and Malpress® find that the 
threshold dose of serum gonadotrophin necessary to stimu- 
late the ovary is 1,000—2,000 i.u., while maximal responses 
are evoked by injections of 3,000-4,000 iu. Ovulation was 
produced only during the follicular phase, though horse- 
pituitary gonadotrophin was effective in this respect at all 
stages of the cycle. 

In America a group of workers in the University of 
Wisconsin have ‘carried out similar researches on cows 
and sheep. Subcutaneous injections of unfractionated or 
follicle-stimulating extracts of sheep pituitary, followed by 


4 Trans rov Soc Trop. Med Hyg., .930-1, 24, 10S. 
5 [bid. (Discussion). p 5 6. 
6 Prac. roy. Soc Med., 1940, 33, 483. 
7 J. agric. Sci., 1942, 32, 308. 

8 Thid., 1944, 34, 1. 

® Proc. roy. Soc., B, 1944, 132, 164. 
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intravenous injection of a luteinizing ‘extract from the same 
source, brought on ovulation in calves and cows. The eggs 
shed in this fashion were fertilizable, but only in an abnor- 
mally small percentage of cases. In the cows such injec- 
tion procedures during the breeding season only increased 
fecundation when given in the second half of the cycle, 
and there was evidence of early foetal death in such hyper- 
fecundation. In sheep, Warwick and Casida!® brought about 
superovulation by a similar series of injections, though 
only when given in the follicular phase of the cycle. When 
the injections were made in the luteal phase of the cycle 
or during anoestrous, ovulation was consistently produced 
but oestrus was not, while variations were noted in attempts 
to fertilize the shed eggs by artificial insemination.'! Eggs 
shed during the luteal and anoestrous phases were all un- 
fertilized, while of 24 ewes treated during the follicular 
phase 7 had no fertilized eggs. The total number of eggs 
recovered was 357, and in the 17 animals in which ferti- 
lization took place there were 153 fertilized eggs.‘* Failure 
to maintain hyperfecundation was also confirmed by subse- 
quent mating or artificial insemination of ewes in which 
superovulation was produced by the usual injections during 
the follicular phase. The average number of embryos per 
ewe was 9.2 at 2 to 5 days, 3.4 at 14 to 27 days, and 0.8 
at 30 to 37 days.'* 

Present results show that it may be possible to work 
out methods for inducing out-of-season breeding, but that 
hyperfecundation, if produced, is not maintained, and that 
the number of young can be increased only by increasing 
the incidence of twin and triplet births. The value of these 
investigations is, however, not confined to their practical 
outcome on the farm, for they also help in the elucidation 
of normal ovulatory mechanisms ; this must be completed 
"before we can hope for any general success in the treatment 
of human infertility. 


DIASONE IN TUBERCULOSIS 
It does no harm to recall that it was Buttle in this country 
who introduced the diphenylsulphones as chemotherapeutic 
agents. Diasone is the disodium formaldehyde sulph- 
oxylate derivative of 4-4’diamino-diphenylsulphone, a com- 
pound synthesized by Raiziss. It is related to promin, 
which was shown by Feldman, Hinshaw, and Moses to 


be of value in the treatment of tuberculosis in guinea-pigs. 


Petter and Prenzlau** have now described their results with 
diasone in 44 patients, and it must be admitted that these 


‘do not look unpromising. 


All the patients received diasone for 120 days or more, 
and the majority for 164 days. The total daily dose was 
1%. There appear to have been no serious reactions. 
The drug made about half of the patients feel tired and 
listless at first, and those with fresh exudative ltsions had 
an initial rise of temperature. One patient developed a 
skin rash: it is interesting to note that by withholding the 
drug for a few days and then slowly. increasing the dose 
from 0.1 g. per day she was finally able to take 0.66 g. a 
day without a reaction. There was some cyanosis, and 
nausea in about one-quarter of the patients ; vomiting was 
rare. Some patients suffered from headache and photo- 


phobia, but these symptoms diminished. There were no 


renal symptoms or signs, and there was no leucopenia or 
agranulocytosis. The haemoglobin value and red cell count 
fell, however, particularly in the second to fourth weeks, 
when the composite haemoglobin figure had dropped from 
12.5 g. to 8.7 g. per 100 c.cm. It is true that the haemo- 
globin rose again, and by the twenty-first week had reached 


10 Amer. J. vet. Res., 1943, > ne 
2) Endocrinology, 1943, 33, 1 

12 J, 1944, 3, 

13 Ibid., 

14 Proc. = Clin., 1940, 15, 695, 
15 Amer. Rev. Tuberc., 1944, 49, 308 


11 g. per 100 c.cm., but certainly the drop is alarming, 
The patients were radiographically examined beforehand, 
and sputum analyses were made. Most had already had 
the usual sanatorium treatment without making progress. 
No collapse therapy was undertaken during administration 
of the drug, and 18% were not confined to bed. 


JA 


Signs of improvement were seen as follows: Between confi 


45 and 125 days 60% of the group became sputum-nega- 
tive. This occurred in all the lighter cases and in twos 
thirds of the moderately advanced group. Even one-third 
of the far-advanced group became negative. The sputum 
examination was thorough. In 34 of the 44 patients the 
sedimentation rate fell from a mean value of 45 mm. per 
hour to a mean value of 11 mm. per hour in 25 weeks. 
X-ray examination showed that some resolution of infiltra- 
tion occurred in 90%. Of the cavities present before 
therapy 43% disappeared. The authors consider they 


observed marked improvement in 18% and moderate | expir 
improvement in 50%. They present their evidence plaus- | aif w 
ibly, emphasizing the fallacies. They reach what appeary | 502, 
to be a justifiable conclusion. that “diasone points the way } " 


to further advances in the treatment of tuberculosis in - 
mari.” 
F 
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THE WALTER AND ELIZA HALL INSTITUTE | when 


A quarter of a century has now passed since the Walter 


and Eliza Hall Institute of Research in Pathology and shoul 


Medicine began to function in Melbourne, three aa an | 


after its foundation in 1916. The twenty-fifth annual is rea 
report is signed by Dr. F. M. Burnet, F.R.S., a dis fing j 


tinguished worker in the field of medical science who ip J man | 
March last succeeded Dr. C. H. Kellaway, F.R.S., as fmethc 
Director when Dr. Kellaway came to England to take fappro 
up the post of Director-in-Chief of the Research Labora- fer cr 
tories of the Wellcome Foundation. Dr. Burnet records }%0 4 
that for 20 years Dr. Kellaway guided and developed the { the 
Institute to its present status. When he took over in 1923 pa 
a useful foundation had been laid, but the subsequent ag 


expansion of the activities and the reputation of the Inst 


tute were due wholly to his scientific ability, his enthusiasm, § make 


and his skill and wisdom in human contacts. In the inter the o1 


val between Dr. Kellaway’s appointment by the Wellcome 


Foundation and his departure from Melbourne an invite {actual 
tion to deliver the Dunham Lectures at Harvard Medical. }(2) th 
School gave Dr. Burnet an opportunity to visit laboratories () Th 


in the United States and Canada before taking over the 
directorship. The subject of these and his other lectures 
in America was research in virus disease. The work of 
the Walter and Eliza Hall Institute has continued to be 
directed mainly towards problems concerned with. th 
medical aspects of the war. With the impending transfer 
of the Royal Melbourne Hospital to the new buildings @ 
Parkville it will again be possible to have a closer assé 
ciation between the Institute staff and those concerned wilt 
the routine pathological and biochemical services. Durifig 
the year under review most of the work of the Vins 
Department again centred round the problems of influen# 
in its relation to Army personnel. Until he left for England 
Dr. Kellaway, in collaboration with Mr. W. A.’ Rawlinsoa, 
continued his studies on heat injury in the Physiology 
Department. Mr. H. F. Holden’s work in the Biochemieal 
Department has again been largely concerned with invest 
gations required by the Services. The Institute carried oul 
blood grouping for the Services in Victoria, but om 4 


smaller scale than in the previous year. Blood tests have 
also been made, as before, on donors for the Red Cra 


an 


d gri 


Transfusion Service and the Blood Bank.. Serologiclg°™ ¢ 


work has been expanded to include research on the Ri 
factor and the setting up of a large enough panel of Ritgtir 
negative donors. 
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F. C. EVE, M.D., F.R.C.P. 


Resuscitation is in the melting-pot. We have lost our old 
confidence that if Schiéfer’s ritual is faithfully performed 
nothing better can be done. We now realize that resuscita- 
tion is a trinity—of ventilation of the lungs, warmth, and 
restoring circulation to the nerve cells of the brain, of which 
the last is often the most important. . For the circulation, 
Silvester’s method appears to be better than Schifer’s, and 
the rocking method (Eve, 1932) much the best on present 
evidence (Hemingway and Neil, 1944). Ventilation is adequate 
by the older methods in mild cases, but not in bad cases when 
chill, delay, and asphyxia have nearly killed the vital nerve 
cells. Then the diaphragm loses tone, stretches, and is pulled 
up by the elastic lungs into a contracted condition of extreme 
expiration. At that stage Schiifer’s method is impotent: no 
air will enter or leave the lungs, which obviously need expan- 
sion, not compression. But the rocking method, in which 
the weight of the abdominal qpntents pushes and pulls the 
diaphragm up and down like a piston, still acts perfectly— 
being independent of muscular tone. These considerations led 
the Royal Navy (in which the results of the Schafer method 


‘had been very disappointing) to adopt the rocking method 
when possibie (Gibbens, 1942). 


This, very briefly, is the present position, which rescuers 
should know. Evidently it is in the rescue-boat that- lives 
can be won or lost: the victim may be too far gone for 
resuscitation by any method by the time that ship or shore 
is reached: This problem has never been systematically studied, 
and it is different for each type of boat. The men who will 
man the boat in an emergency must try out beforehand the 
method best suited to their boat and submit their plans to an 
appropriate doctor. For instance, the seats may be too short 
gr crowded to permit Schifer’s method ; the thwarts may be 
too deep or the floorboards too wet for the older manual 
methods. I am told that in a speed-boat the thumping on 
the waves makes Schifer impossible, and hence the rocking 
method is being substituted by the R.A.F. Cmdr. Michelmore 
took me a trip in the smaller type of National Lifeboat. It 
was so cluttered with necessary gear that we agreed that to 
make a flat place with life-jackets for Schifer’s method was 
the only solution. 

I now submit two methods which seem worthy of trial under 
actual rescue conditions: (1) manual rocking (Eve, 1943) ; 
(2) the Lap-Silvester method (Eve, 1944). . 


The Manual Rocking applied in a Rescue-boat 

Two men stand facing, gripping each other’s hands (or, better, a 
bandage twisted into a small ring). The victim lies face down- 
wards across the two pairs of linked forearms, which support his 
thighs and upper chest. His arms and head dangle limply. It is 
preferable for each bearer to place his forearm» under both thighs 


Fic. 1 


Fic, 2 


‘ed Crossg%d grip the trousers, as photographed. The two men, by swaying 


n the Rg 


el of 


#%ducing inspiration by the feet-down tilt. 


tom their hips, rock the casualty through about 45° each way, 
ting head down and pausing till all water has drained out before 
This rocking is con- 
inued 10 or 12 times a minute till the patient breathes naturally, 
nen he can be laid down, prone at first. This was done to me in 


JAN. 6, 1949 RESUSCITATION IN RESCUE BOATS Mens 2d 
RESUSCITATION METHODS FOR a very large ship’s lifeboat. I did not have to breathe, so the 
ventilation must have been adequate. The stalwart pair said they 
RESCUE BOATS could have rocked my 104 st. easily for a quarter of an hour at 
BY least. A heavy casualty would be unsuitable: a child can be rocked 


by one person. I believe that with their legs astride a thwart the 
two operators (now linked into a quadruped) will have considerable 
stability. In a sea-way they could sit down if preferred (Fig. 3). 


Fic. 3 


Fic. 4 


A Child Revived by Manual Rocking.—A little girl of 4 was 
immersed for some 5 minutes in the pit of a stationary mill-wheel 
near Truro last Easter. Pte. Jack Collings descended, and also 
slipped into the water. At once he performed manual rocking 
through quite 45° a dozen times a minute. In the confined space 
this was the only prompt method. Respirations returned in 10 or 15 
minutes, and recovery was complete. The first head-down tilt 
emptied at least half a teacup of water through the mouth. 
Fortunately, in his first-aid class, the operator had himself been 
rocked on the usual rocking stretcher. So that the credit of this first 
resuscitation by manual rocking must be shared with his instructor, 
Supt. Schoon, who supplied me with these particulars. 


(2) The Lap-Silvester Method (Fig. 4) 

This idea was originally suggested to me by the ladies of the 
Tunbridge Wells Red Cross (Dr. Taylor’s class). The casualty lies 
face upwards on the laps of two bearers sitting on a thwart (oilskin 
trousers donned on the outward trip). It is better that they should 
face opposite ways so that the victim is oblique to the thwart. The 
operator stands astride the thwart and uses Silvester’s method, grasp- 
ing the forearms and alternately extending them horizontally, and 
compressing the chest with them, firmly but not violently. (There 
is no room for the orthodox outward sweep of the arms, which | 
fancy, after personal trial, is redundant.) The thigh of the first 
sitter gives room for the head to dangle right back, a posture in 
which one throat specialist assures me the tongue will not block 
the glottis. This is confirmed by the radiograph of the airway of a 
young adult in this posture, kindly taken by Dr. Bannen. The first 
sitter flexes the neck during. expiration so that the brain is alternately 


. congested and emptied of blood (important for its circulation). As 


necks vary, he should also watch the tongue in inspiration. The 
second sitter during expiration leans his weight forward so that his 
forearm compresses the abdomen (more effectual than the hand). 
This pushes up the diaphragm and also propels blood from the 
abdomen to the heart. This method is available if the victim is 
too heavy or the rescue-trip too long for manual rocking. 

Dr. R. R. Macintosh, Nuffield Professor of Anaesthetics, investi- 
gated this method at Oxford and kindly allows me to quote the 
unpublished results. .Mr. J. Roberts, a healthy athlete, submitted 
altruistically to anaesthesia with apnoea caused by hyperpnoea, in 
which the state of drowning ‘Was ..simulated. The ventilations pro- 
duced by each rock (ten a minute) through 45° each way on a 
stretcher were: Schafer, 530 c.cm.; Silvester, 650; rocking, 850 c.cm. 
These figures confirm the previous (Macintosh, 1943) historic 
experiment on Squad. Ldr. A. E. Pask, which are proportionally 
similar (340, 400, and 580 c.cm.), and were done by the same team 
of experts. Rocking Mr. Roberts face upwards was less effective 
than prone (570 c.cm. at 30°; 635 at 45°). If the piston action of 
the diaphragm was impeded by a pillow under the abdomen, rocking 
face downwards was only half as efficient (325 c.cm. con 725 at 
30°). An interesting novelty was the-excellent ventilation produced 
(630 and 670 c.cm.) by merely lifting the pelvis or coat when prone, 
thus allowing the abdomen to sag and pull down the diaphragm. 
(This should be useful to remember when doing the Nielsen modifi- 
cation of Schafer.) 

The Lap-Silvester, done on two laps with straightish spine (too 
much bent in Fig. 4), gave the adequate ventilation of 530 c.cm. 
improved to 600 c.cm. by abdominal pressure (cf. Schafer, 
530 c.cm.). With a Beverley team, I saw that the Lap-Silvester 
method is practicable in a 6-oared ship’s lifeboat of 6-ft. beam 
(Fig. 4). Its merits are : warmth and dryness on laps; ventilation 


proved adequate; the dangling head should obviate traction on 
tongue or jaw; adequate abdominal compression for diaphragm 
and circulation; alternate congestion and emptying of cerebral blood 
Hence this method seems worthy 


vessels (probably important). 
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of trial in a rescue-boat, but neck or spine must never be forced 
backwards. 
Summary of Conclusions 


1. Resuscitation must be started immediately the victim is 


hauled aboard over’the lee stern quarter: ship or shore may 
be too distant for revival. Water must first be drained out by 
a steep head-down tilt (Fig. 1). 

2. If space allows, Schiifer may then be used provided that 
air can be felt or heard going in and out of the mouth. 

3. If this is not satisfactory, or resilience feels absent in 
the lungs, do not persist in the Schafer ritual, but change at 
onee to the manual rocking method, especially in a child or 
light subject. Personally, I would start with this method, after 
draining out water. 

4. For heavy subjects or longer boat-jourseye, the Lap- 
Silvester method is suggested as being warmer and providing 
more circulatory aid to the brain and heart than plain Silvester 
or Schafer. 

5. Rescue-boats differ greatly ; each type is a separate asa 
lem in methods of resuscitation, which need to be tried out 
beforehand by rescue teams who dwell beside deep waters. 

Methods must be judged by records of successes and failures, 
which I should be glad to collect and collate until there is some 
official channel. - 

Eve, F. C. (1932). Lancet, 2, 99 
—— (1943). British Medical Fea 1, 535. 


—— (1944). J. Amer. med. Ass., 124, 
Gibbens, G. H. Journal, 2,751. 


Macintosh, R. R. (1943). British Medical Journal, 2, ‘493. 


A BLAND-SUTTON MEMORIAL 
At the instance of Sir Alfred Webb-Johnson, President of the 
Royal College of Surgeons, we are able to reproduce below 
a photograph of a mural tablet in memory of Sir John and 
Lady Bland-Sutton. 


THS TABLET. PLACED HERE. 
JHE ROYAL -COLLEGE OF. SURGEONS. 
“OF ENGLAND TO: KEEP. THE MEMOR 
“OF DAME EDITH BLAND -~SUTTON, WH 
DIED-cON FEBRUARY. 10%. 1943.°AND_ 
WHOSE “ASHES “ARE INTERRED IN THE 
OF THIS CHURCH. 
FABLET IS AESO A TOKEN Of GRATITUDE” 
FOR HER GIFTS IN AMD OF SURGICAL 
“RESEARCH, AND POR THE CONTRIBUTIONS © 
“TO THE ADVANCEMENT OF THE SCIENCE 
> AND ARTOF SURGERY MADE BY SIR 
JOHN BLAND + SUTTON. BARONET, 
PRESIDENT OF THE ROYAL COLLEGE OF 
— SURGEONS, 1925-26. WHO DIED ON 
DECEMBER 20%, 1936. HIS: ASHES,AT 
“HIS REQUEST, FOUND A PLACE IN. THE 
MUSEUM OF THE MIDDLESEX HOSPITAL 
WHERE HE-SPENT MANY HOURS. 
TEACHING STUDENTS OVER THE DEAD 
OF AIDING THE LIVING? 


A Faculty has been granted by the diocesan authorities of 
Canterbury for the erection of this tablet in the Parish 
Church at Ringwould, Kent, where Sir John and Lady Bland- 
Sutton regularly worshipped when they were in residence at 
The memorial was designed .by 


Villa Vita, Kingsdown, Deal. 
Alner W. Hall, M.C., F.R.1.B.A. 


‘memorandum offering more detailed advice based upon the 
experience of surveys at a good many hospitals. 


of the life of this country. Everything must be done to preserve 4 


- to go where facilities were best and where the advice they sought 


~ had already subscribed directly to the voluntary hospitals. 


KING EDWARD’S HOSPITAL FUND ‘ inder 


The Speaker of the House of Commons presided, in the abseng 
of the Duke of Gloucester, at the meeting on Dec. 11 of the 
general council of the King Edward’s Hospital Fund  fogf tice i 
London. He referred in his opening address to the discussions 
which representatives of the Fund, “with their impartial ang © 
at the same time intimate knowledge of so many hospitals” Th 
had had with the Minister of Health, and to the help this would 
mean to the Minister in framing his proposals. Work on hos 
pital diet was, he added, very much to the fore, and Sir Jack 
Drummond and his committee were now preparing a second 


Sir Edward Peacock as treasurer reported that in view of th 
heavy expenditure which would confront the hospitals after the wa 
it had been thought wise to continue the slight reduction in th 
annual distribution, which was again £280,000. Subscriptions and 
donations, estimated at £38,000, were about the same as last yeap} of the 
Income from investments, at £213,000, showed an_ increase of 
£10,000 over the previous year, but this included certain arreay 
and other non-recurring items. These figures did not include the 
£300,000 received from the Nuffield Trust for the special areas and 


the transfer from this amount of £250,000 to Guy’s Hospital. 


Speaking of plans for a national health service, Sir Edward said} Ar 
that during the summer a statement of principles was prepared jp 
close concert with the Voluntary Hospitals Committee and the 
British Hospitals Association, which underlined the meaning off _ CL 
partnership between voluntary and municipal hospitals, laid stres . 
upon the need for a Central Hospitals Board and on regional and Au 
local machinery, dealt with the financial issues raised by the White 
Paper, and pointed out the importance of making it quite clear that 
payments from public moneys would be payment for services and} Di 
not subsidies. The proposal of the White Paper, he continued, that 
all hospital services should be free of necessity cut at the roots 
the contributory schemes which had become such a valuable featur 


large a part of the voluntary support of hospitals through such 
schemes as was possible. It would be almost criminal if, in ow 
endeavour to secure another valuable thing, we should destroy that} Aw 
unique organized contribution of millions of pounds by millions df} Da’ 


people to their hospitals. — 
: 
The Public Instinct about Hospitals Col. | 


Sir Alfred Webb-Johnson, in proposing a vote of thanks to th Jo 
Speaker, said that the instinct of the people had been sound in s 
regard to the type of hospital which the people had built for thems Servic 
selves—the great general and special hospitals, which acted as céntrts 
for consultation; the intermediate type of hospital, which served 
the immediate needs of a populous area; and the home or cottage 
hospital, which met the needs of the general practitioners in the 
smaller communities. This instinct had also been sound on th Ugant 
distribution of hospitals. The great consultant hospitals were based 
on university centres and their influence spread over large areas. 
People went to these consultation centres not because of any} ” 
geographical arrangement, but because they served natural “ catch? - Ray 
ment areas.” National or county boundaries did not count; when}. 
a man was sick and his people were anxious about him they wanted] Do 


was accessible and available. In the management of the voluntay am 
hospitals the instincts of the people had again been sound. They - 
had given absolute freedom to the professional men who work it 
the hospitals, had sought their advice in their corporate capacity 
through the medical committees, and had sought their aid in tht] Wa 
management of the hospitals. 

But in spite of all this there was need for more co-ordination an 
expansion, and it was to be hoped that the Government would follow} _ Tx¢ 
the example of the King’s Fund, and would guide and not contfdl 
would help the voluntary hospitals and not hinder them. It-ws 
important that the contributions under the National Health Insw- 
ance scheme, which were not really enough to meet the gene 
practitioner service, should be devoted entirely to that service, atl 
that the hospitals should be maintained by rates, taxes, and volunlaj{ = yrs 
contributions. This would do something to preserve the voluntay} Schoo 
contributions, because insured persons would not be told that tf gh 

pi 


The people of this country must retain the advantages which th) Pe 


had gained for themselves, and the way_to do this was for expel of Ar 
in hospital matters to have a responsible part in the planning a Medic 
administration of the hospital- services. Those experts—the Jam 
sentatives of the voluntary hospitals and representatives of ®§ Direct 


medical profession—must have their place in the council chamber Surger 
In conclusion Sir Alfred spoke as follows: ‘“‘ When we talk abo ALF 
the freedom of the profession we are not talking about some vé& ot 
interest. We are talking about one of the fundamental liberties @ am 
the subject—his right, within a free community, to obtain free a : 


: 
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) ‘| independent advice from professional men, whether it be in law, 
“4 medicine, or any other profession. The people are entitled to a 
ie absengf free professional opinion. This implies freedom for independent 
11 of the} practice. In specialist work the natural place for independent prac- 
Fund fof tice is within the precincts of hospitals. 1 hope that in future nothing 
liscussions| Wil be put in the way of independent practice inside hospitals or 
igi, in the precincts of hospitals. It would be a retrograde step if that 
artial and independent practice were to be dispersed into separate clinics.” 


lospitals” The vote of thanks was seconded by Sir Henry Tidy. 
this would) 

on hos 

1 Sir Jack 

a second NEW YEAR HONOURS 


upon thel the names of the following members of the medical profession 
were included in a New. Year Honours List published in a 
Supplement to the London Gazette. 


Baronetcy 
Sir ALFRED WessB-JOHNSON, K.C.V.O., C.B.E., D.S.O., President 
of the Royal College of Surgeons. 


K.C.B. (Military Division) 
Sir Harotp Epwarp WHITTINGHAM, K.B.E., LL.D., K.H.P., 
FR.C.P., Air Marshal, R.A.F. 


Knighthood 


ArtHuR Murray Cupmore, C.M.G., M.B., F.R.C.S. Colonel. 
President of the Medical Board of the State of South Australia. 
For public services: 

CraupE Howarp_ STANLEY FRaANKAU, C.B.E., DS.O., MS., 
F.R.C.S. Director, Emergency Medical Services, London and Home 
unties. 
BaKEweLL Howitt,’ C.V.O., M.D. Member of Parlia- 
ment for Reading since October, 1931. For political and public 
Diwan BaHapur Arcot LAKSHMANASWAMI Mupattyar, LL.D., 

M.D., D.Sc. Vice-Chancellor, University of Madras. 

LioneL Ernest Howarp Wuitsy, C.V.0, MC., F.R.C.P. 
{ Brigadier, Territorial Army, Reserve of Officers; lately Bacteriologist, 

Middlesex Hospital. For services in development of the sulphon- 
amide group of drugs. . 


C.B. (Military Division) 
ANDREW GRANT, C.B.E., M.B., K.H.S. Air Vice-Marshal, R.A.F. 
Davip TURNBULL RICHARDSON, M.C., M.B., K.H.S. Maijor- 
General, R.A.M.C. 


millions of 


Col. (Temp. Brig.), I.M.S. 


inks to Simon SruaRT Martin, M.B., M.R.C.P., K.H.S. _Major- 
1 sound i§ General, I.M.S., seconded I.A.M.C. Deputy Director of Medical 


t for them§ Services, Central Command, India. 

1 as centits 

rich served C.M.G. 

or cottage] Henry SPELDERWINDE DE Boer, M.C., M.R.C.S., D.P.H., 

rers in the eee. Colonial Medical Service ; Director of Medical Services, 
a. 

ILLIAM ELLIs, Lieut.-Col., R.A.M.C. (ret.). Press Attaché at 

His Majesty’s Consulate-General, Tangier. 

large areas. 

ral “cat? Rar BAHADUR TripiB NaTH Banari. Principal, Prince of Wales 


; when} Medical College, Patna, Bihar. 


hey wanted] MacDonaLp Fraser, M.B. Lieut.-Col. (Local Brig.), 
hey sought} 1.M.S., seconded to I.A.M-C. Inspector of Medical Services, General 
e voluntay} Headquarters, India. : 

d. They WiLLiAM CaLpeR PaToNn, M.C., M.B., F.R.C.S.Ed. Major-Gen., 
work iat Surgeon-General with ‘the Government of Bengal. 
te capaciy CVO. 
aid in “Watrer GraHam Scott-Brown, M.D., F.R.CS. 
ination- all C.B.E. (Military Division) 
‘ould follov RNV RX Dixon, M.R.C.S., K.H.P., V.D. Surg. Capt., 

«N.V.R. (ret.). 

Cyrit KNowes HENRY Foreman, M.R.C.S. Gp. Capt., 
ealth Inst] “JouN SrruTHErs FuLton, M.D., M.R.C.P. Col. (Temp. Brig.), 
the genelll RAM.C.,T.A. 
service, aml C.B.E. (Civil Division) 
id Mrs. Mary GErorGINA  BLACKLOCK, M.B. Lecturer, Liverpool 
voluntay? School of Tropical Medicine. 
id that thy} Hucu Ernest Grirritus, M.S., F.R.C.S._ Surgeon, Albert Dock 
ais. Hospital, and founder of the Fracture Clinic and Rehabilitation 
which the 
for expeis| ./HOMas JoHNston, M.D. Superintendent and_Professor 
‘eset g of Anatomy, Guy’s Hospital; Sector Hospital Officer, Emergency 
nning edical Services, London. 
—the James ROGNVALD LEARMONTH, Ch.M., F.R.C.S.Ed. Surgical 
ives of Director, E.M.S., South-Eastern Area of Scotland; Professor of 
il chambe ry, Edinburgh University. 
e talk abolp  ALFrep ALEXANDER Werster Petrie, M.D., F.R.C.P. Lieut.-Col. 
some vest Medical Superintendent, Banstead Mental Hospital. 
Tiberties .GEORGE BryrH Wacker. M.B., D.P.H. Colonial Medical Ser- 
in free amy "CS: Deputy Director of Health Service, Nigeria. 


Ross Stewart, C.I.E., M.B., F.R.C.S., K.H.P., V.H.S. 


O.B.E. (Military Division) 

JosEPH ALEXANDER BINGHAM, T.D., M.B., F.R.C.S.Ed.  Lieut.- 
Col. (Temp. Col.), R.A.M.C. 

THOMAS Francis Crean, L.R.C.P.&S. Surg. Cmdr., R.N. 

Acones Litias Dovey, M.B. Squad. Ldr. Employed with R.A.F. 
Medical Branch. 

GeorGe Harvey Dutuie, M.B. Acting Squad. Ldr., A.A.F. 

RicHarD Wuite BernarpD EL.is, M.D., F.R.C.P.- Acting Wing 
Cmdr., R.A.F.V.R. : 

WILLIAM LoREN FENNELL, M.D. Lieut.-Col. (Acting Col.), I.M.S. 

LesLig FLETCHER, M.B. Major (Temp. Lieut.-Col.), R.A.M.C. 

JoHN Cary Gitson, M.B., M.R.C.P. Squad. Ldr., R.A.F.V.R. 

JaMes My es’ Grecc, M.B. Acting Wing Cmdr., 


‘Ceci. Kipp, M.D. Acting Wing Cmdr., A.A.F. 
IAN Morrison Orr, M.D., M.Ch., F.R.C.S. Major (Temp. Lieut.- 
Col.), R.A.M.C. 
eee meas! PaRSONS-SMITH, M.R.C.P. Acting Squad. Ldr., 
JAMES FREDERICK Sanpow, M.R.C.S. Acting Gp. Capt., R.A.F. 
NorMan Situ, M.R.C.S. Acting Wing Cmdr., A.A.F. 
E.ujotr Snow, M.R.C.S. Major (Temp. Lieut.-Col.), 
THoMas James Locan Tuompson, M.C., M.B.  Lieut.-Col. 
(Temp. Col.), R.A.M.C. 


EpwarD JAMES StarBucK WooLLey, M.B. Surg. Lieut.-Cmdr., 
R.N.V.R., late Senior Naval Officer i/c Naval Detachment Station, | 


O.B.E. (Civil Division) 
_ ARTHUR EpGaR De CHazaL, M.S., F.R.C.S. For public services 
in Mauritius. 

PeTeR ALPHONSUS CLEARKIN, M.D., D.P.H. Colonial Medical 
Service; Government Bacteriologist and Pathologist to Public 
Hospital, British Guiana. 

KEITH Simpson Fitcu, F.R.C.S.Ed. Lieut.-Col., I.M.S. Deputy 
Surgeon-General, Famine Relief, Bengal. 

ANASTASIOS GAVRIELIDES, Consulting Surgeon, Medical Depart- 
ment, Cyprus. 

Phe MeERvYN Humpnreys, D.M. Senior Physician, Sudan Medical 
rvice. 

ALAN ALEXANDER PULLAR, M.B., F.R.C.S: Major, I.M.S. Presi- 
dency Surgeon, Bombay. 

WENEFRIDE -THOMPSON, M.B.E., M.R.C.S. St. Luke’s Mission 
Hospital, Lakhimpur, Assam. 

e Rev. Ferrx Gorpon Veitcu, M.D. For public services in 


Jamaica. 
M.B.E. (Military Division) 


AVYAKTANAND, Capt. (Temp. Maior), I.A.M.C. 
HannaH BILiGc, G.M., M.B., B.S. Capt., I.M.S. 
KOLLEMPARAMPIL EAPEN EaPEN, Lieut., I.A.M.C. 
EmmieE DorotHy Fenwick, M.R.C.S. Squad. Ldr. Employed with 
R.A.F. Medical Branch. 
GarroD, M.R.C.S. Capt., R.A.M:C. 
GEOFFREY HALe, M.B. FI. Lieut., R.A.F.V.R. : 
THoMasS THEODORE ScHOALES HaLL, M.D. Major, R.A.M.C., T.A. 
JAMES Harper, M.B. Lieut., R.A.F.V.R. 
Peery Watson Hart, M.B., M.R.C.P. Capt. (Temp. Major), 


Gwitym Murray Jones, M.R.C.S. Fl. Lieut., RAF.VR. 
DereK Ketty, Capt. (Temp. Major), R.A.MC., 


ALBERT JAMES LAWLOR. Capt. (Temp. Major), R.A.M.C. 
AspuL Mattick. Capt. (Temp. Major), I.A.M.C. 
Matcotm JoHN May, M.R.C.S. Temp. Surg. Lieut., R.N.V.R. 
WILLIAM D’AUVERGNE MAyYcock, pt. (Temp. Major), 


R.A.M.C. 
Epwarpb James Pett. Capt. (Temp. Major), I.A.M.C. 
RIDDELL, M.R.C.S. Acting Squad. Ldr. 
"ALEXANDER SKENE, M.B. FI. Lieut., R-A-F.V.R. 
SmiTH, L.R.C.P.&S. Temp. Surg. Lieut., 
“VERNON DONALD VAN SOMEREN. (Temp. Major), E.A.A.M.C. 
Derek JOHN WiIGGINTON, M.R.C.S. Capt. (Temp. Major), 
R.A.M.C., T.A. 
HaroOLD GEOFFREY WOLSKEL, M.R.C.S. FI. Lieut., R.A.F.V.R. 


M.B.E. (Civil Division) 


Ramiro Caucui INGLott, District Medical Officer, Malta. 

SHARAT SHASHI Kunbu, M.B. Officiating Civil Surgeon, Manipur 
State, Assam. 

WiGaNn, M.R.CS. 
Nyasaland. 


_ Tristan-da-Cunha. 


welfare service in 


‘Kaisar-i-Hind Gold Medal ‘ 


PERAKATHU VERGHESE BENJAMIN, Medical Superintendent, Union 
Mission Tuberculosis Sanatorium, Arogyavaram, and Technical 
ee to the Tuberculosis Association of India, Chittoor District, 

adras. 

NorMan. Macpuerson, F.R.C.S. Surgeon, United Missions 
Hospital, Vellore, and lately i/c Afghan Mission Hospital, Peshawar. 

Henry Epwarp C.1.E.. M.D Col., I.M.S., In- 


lately 


spector-General of Civil Hospitals. Shillong, Assam. 
FRANK TOMISMAN Simpson... M.C., 
Medical Officer in the Coalfields, Bihar. 


(To be concluded) 


M.B. Lieut.-Col., 
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Correspondence 


Prisoner-of-War Mentality 

Sir,— Because there is delay in the arrival here of my Journals 
I have only recently read the correspondence on the prisoner- 
of-war mentality. I am amazed to find in Dr. Harkness’s letter 
of April 22, 1944, the statement that “ the very large majority 
of our returned prisoners-of-war will be problems for their 
lifetime.” (My italics.) It has been my privilege for the last 
three and a half years to administer the medical affairs of 
large groups of wounded and disabled prisoners. These groups 
consisted of some of the worst of our grands blessés—the 
totally blind, the double or single amputated, the extensively 
burned, the paralysed, and the major orthopaedic cases. Nearly 
all of these patients had known several years of captivity ; 
nearly all of them had suffered hard disappointment when 
the first attempt at repatriation broke down at Rouen in 
October, 1941, and they returned to the prison camps instead 
of going home. 

No one realizes more acutely than I do the pressing 
psychological problems which in certain cases have resulted 
from years of enforced idleness, of monotony, and of physical 
suffering and disablement. If any group of prisoners-of-war 
was likely to present psychological problems it was the kind 
of group with which I had to deal. Nevertheless I most 
emphatically deny that anything approaching a majority of 
prisoners will be “ problems for their lifetime.” Rather would 
I say that the majority of these men have gained in tolerance, 
understanding, patience, forbearance, and courage. They have 
acquired a bigger concept of comradeship and of community 
life. They have more fully recognized the need for the 
individual to pull his weight in the interest of the group. If 
a man was disabled it became a matter of pride to him to 
be one of the “ muckers *"—the man who was ready to “ muck 
in,” to lend a hand, and accept his responsibilities. The 
average prisoner has demonstrated a high standard of adapta- 
bility, and will do so again when he returns home to a post- 
war world. He will be out of touch in much the same way 
as any normal man who has been abroad during the changes 
of the last few years. He will need time to pick up the 
threads of his life again, but he will not have a peculiar 
mentality. I have shown Dr. Harkness’s letter to several of 
the men here—cheerful, average, level-headed individuals. They 
expressed themselves as follows: “ Afraid he doesn’t altogether 
know what he is talking about: a few special cases, yes! but 
not the very large majority.” 

By all means let us arrange for physical and mental 
rehabilitation where it is needed. By all means let us make 
some allowances for the fact that the average prisoner-of-war 
is not adjusted to the change of the last five years. But do 
not let us discuss the majority as if they were psycho- 
pathological problems. Above all, let us avoid discussing their 
“mentality ” in the lay press. If Dr. Harkness’s statement were 
true, and if we were to follow his recommendation for wide 
publicity, “ the powerful advocacy of the Press” would hardly 
be sound psychological treatment for the prisoner ; nor would 
it encourage employers to select him as a worker. It is my 
belief that the responsible Departments of the Government 
will make a true assessment of the problem, and will provide 
adequate means of rehabilitation. It will not be difficult 
for them to obtain accurate information based on actual 
observation by medical officers and by laymen, who have been 
with the prisoners over long periods and urider changing 
circumstances. 

* I have lived with prisoners-of-war of all ranks, of all the 
Services, from all the European fronts. On’ their behalf 
I resent any implication that they are below average in the 
qualities of balance, steadiness, patience, perseverance, tolerance, 
or good humour. The average prisoner is not a “ problem” 
to himself, his companions, or his future employer. Surely 
Dr. Harkness takes a very pessimistic view of the mental and 
moral stamina of our race.—I am, etc., 

D. L. CHARTERS, 


Stalag IX B. Major, R.A.M.C. (P.O.W. 23911). 


Underwater Blast Injuries of the Abdomen 


Sir—The article “Underwater Blast Injuries of the 
Abdomen” by Major T. Moore in your issue of Nov. jj 


is of great interest to personnel of general hospitals receiving} ° 


survivors of sea battles. Considerable numbers of such cage 
were seen as the result of naval incidents in the Easter 
Mediterranean, particularly the battles of Matapan and evacug. 
tions from Greece and Crete. The surgeons concerned ng 
doubt came to similar conclusions and obtained comparable 
results to those of Major Moore, but there appears, eveg 
with Major Moore, to be some doubt as to the exact mechanism 
of the causative agent within the abdomen. 

The release of pressure from a dense to a less dense medium 
is transformed into the effects of a blow, which is easily under 
stood in its possible effect on the walls of a submarine or the 
soft walls of an abdomen. This would surely be increased 
at depth, and lessened on the surface where the vastness ang 
compressibility of* the adjoining lesser medium of the ai 
would take up and absorb the blow effect. This would explaip 
why the floating body is less affected than the vertical. If this 
were the only explanation one would expect to see similar 
changes in the abdomen of a person-exposed to blast on dry 
land, making due allowance for the density of air as against 
that of water—i.e., at a much smaller distance from the explo 
sion the initial blow would be as severe. This is leaving out 
of account any other injuries sustained by the immediate 
negative pressure of blast effects in air. 

It is thought that all the effects. as described by Major Moore 
could be caused by the application of a sudden pressure blow 
to the soft and relaxed perineum as well as to the abdomen, 
In either case this by conduction would be transmitted along 
a gas- or fluid-containing hollow viscus | ke the colon, with 
disruptive effects at the first area of resistance—a mass of 
faeces, the bend at the splenic flexure, etc. If the blow is 
less severe but nevertheless sudden enough to be exerted before 
external reflex resistance could be established the effect might 
be transmitted further along and around bends of the large 
intestine, but would be multiplied and become disruptive in 
its effect on coming to a dead end or by being transmitted 


-into a lesser lumen as at the ileocaecal junction and at further 


bends along the course of the ileum. 

A simile could be found in the hydraulic brake system of 
a motor car, in which a gentle pressure on the foot pedal 
transmits through the master cylinder sufficient energy in th 
small-bore brake tubes to operate strong and powerful brakes 
Anyone knows how a sudden jab at the brake pedal in this 
system is transmitted into a terrific multiplication of energy 
at the brake end of these small-bore tubes, sufficient to lock 
the brakes or even to disrupt the joints. 

The man with a “ Mae West” applied under his armpits has 
difficulty in assuming any Position other than the vertical, 


He flexes his lower limbs in order to prevent spinning and]. 


to help to get away from the centre of the fray or the sinking 
ship. He backs away, his abdomen and his perineum af 
exposed. and relaxed. The man floating on his back has his 
legs extended, the perineum is retracted, covered, and protected, 
and his abdomen is close to or exposed to the more expansil. 
medium of the air. If a “Mae West” could be so adjusted 
that one could lie extended along it many casualties of the 
nature described might be avoided. 

If the suggested explanation of the mechanism of this injuyy 
is correct it should not be difficult to introduce a drill in order 
that one should know what to do if ever unlucky enough ® 
be a bit of flotsam in the midst of a naval engagement wih 
underwater explosions going on around one. The views @ 
others would be interesting and I feel sure would not & 
unwelcome to Major Moore.—I am, etc., 


J. MELVIN, 
Colonel. 


The Hospital Physicist in the Services 

Sir,—The attention of bodies responsible for radiological 
appointments has, on a former occasion, been drawn to th 
reed to ensure that men serving with H.M. Forces do nd 
stand at any disadvantage as compared with their colleagué 
at home. 

We are now requested to draw attention to the position @ 
physicists at present serving with the Forces who may soon & 
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returning to civilian life, and some of whom may very well, 
we trust, become interested in the possibilities of hospital 
physics as a career. During the war a number of hospital 
physicist appointments have been made from among men who, 


\ for various reasons, have been directed to work in civilian 


hospitals, and who have thereby become experienced in the 
work and have acquired the “hospital outlook” which is so 
essential for proper co-operation with the radiologist. It would 
obviously be unfair if, by comparison, the man who has been 
serving in the Forces stood at any disadvantage, and we have 
reason to believe that the hospital physicists concerned are 
themselves anxious that this should not be the case. 

It is therefore urged that hospital and radiological authorities 
should do everything possible to help the “return to normal ” 
of physicists now in the Services, and to ensure that war service 
and lack of special experience are not a handicap in applica- 
tions for physicist posts. In our opinion his probability of 
appointment should at least correspond to that which a physicist 
might have expected if he had remained at home and not 
joined the Services, and, if necessary, allowances should be 
made for him to undertake the concentrated training required 
to bring his knowledge up to date and up to standard. 

The importance of the physicist in radiological departments 
is now generally recognized, not least by the radiologist, and 
it is felt that some acknowledgment of this can be made by 
radiological bodies in attempting to secure a fair deal for 
their physicist colleagues who have been on service.—We 


are, etc. 
L. H. Gray, 
HucuH DAvIeEs, 
Hon. Secretaries, British Institute of Radiology. 


J. F. BROMLEY, 


Faculty of Radiologists, W.C.2. Hon. Secretary, Faculty of Radiologists. 


The G.M.C. Elections Decision 


Sir—In the debate on the Address (Hansard, Dec. 14) the 
Deputy Prime Minister deprecated the holding at the present 
time of the election of 39 members of the General Medical 
Council, 7 of whom only are elected by medical practitioners, 
on the grounds that “the medical electorate numbers some- 
where about 65,000. The strain on the medical profession at 
the present time is immense. The fact is that people do not 
know where a large proportion of those 65,000 members are. 
A large proportion of them is over-seas. A great many of 
the other doctors have been moved about the country according 
to the exigencies of war.” Dr. Russell Thomas very usefully 
directed the attention of the House to the Deputy Prime 
Minister’s argument against present changes affecting doctors, 
and declared that “the Rt. Hon. Gentleman on behalf of the 
Government has made it perféctly clear that the medical profes- 
sion cannot be expected to come to any decision on any matter 
at the present time.” The election of 7 members of the 
- General Medical Council is surely a less important matter than 
the decision of the conditions of future medical practice in 
this country. I submit, Sir, that the Deputy Prime Minister 
has shown a more realistic appreciation of the facts as they are 
than the Prime Minister and the Government, who propose 
to introduce legislation revolutionizing medical practice in 
defiance of the clear undertaking given by the Prime Minister 
himself in the House on Oct. 13, 1943, in the following explicit 
terms: “There is no question of far-reaching changes of a 
controversial character being made by the present Government 
unless they are proved indispensable to the war. Another 
Government might take a different view, but not this one. 
I certainly could not take the responsibility of making far- 
teaching controversial changes which I am not convinced are 
directly needed for the war effort, without a Parliament 
tefreshed by contact with the electorate.”—I am, etc., 


House of Commons, S.W.1. E. GRAHAM-LITTLE. 


Time of Ovulation 


Sm—I thank Prof. W. J. Hamilton for his interesting 
comments (Dec. 9, p. 768) on my observations concerning your 
annotation on the time of ovulation. The matters raised need 
further consideration. References have already been given to 
the works cited below and are not repeated in this com- 


position @ 
ay soon bt 


munication. 


1. Prof. Hamilton claims that had pregnancy not supervened 
in the Davies-Harding case the present cycle would have been 
24 days (compared with the previous regular 28-day cycles). 
He bases this opinion on my report that the endometrium on 
the 20th day was as far advanced in the secretory phase as 
that on the 24th or 25th day in other patients with 28-day 
cycles, who probably ovulated about the 14th day, and on the 
findings of Rock and Hertig, who estimate the interval that 
they would expect to elapse before the next catamenia by the 
stage reached by the endometrium in their specimens. But 
Rock and Hertig themselves admit that this estimated time is 
“uncertain” and “imponderable.” I had previously con- 
sidered this deduction (in the Davies-Harding case), but I 
rejected it because there is no conclusive evidence that the 
duration of activity of the corpus luteum (of menstruation) is 
rigidly constant. To make matters plain, I believe the available 
evidence indicates that, while the secretory phase will be 
attained early in the cycle if ovulation is early, this phase will 
be maintained so long as the corpus luteum remains active ; 
the next menses will not ensue until this body ceases its 
activity, and there is no certain means of foretelling the time 
of this latter event. 

2. Prof. Hamilton questions the conclusions drawn from their 
own evidence by Miller, Engel, and Reimann, but, while quoting 
the paper recently published by Rock and Hertig (Amer. J. 
Obstet. Gynec., 1944, 47, 343) in connexion with the endometrial 
structure, he ignores the important fact that in the same paper 
these authors estimate from a study of 3 unfertilized and 
11 fertilized ova that the interval between ovulation and the 
next expected menses in these cases ranged from 11.5 to 17 
days. In the case of the fertilized specimens these figures were 
obtained by adding the estimated age of each embryo to the 
estimated interval between operation and the next catamenia 
as judged from the condition of the endometrium (although, 
as stated above, they admit that this last estimation is “ uncer- 
tain” and “ imponderable ”). When they computed the lengths 
of the estimated post-ovulatory phase in terms of “ percentiles ” 
of the estimated lengths of the menstrual cycles they found 
that the average of these percentages did not deviate from that 
calculated, by using the theoretical figure of 14 days for ovula- 
tion time, sufficiently to interfere with the ind cation that ovula- 
tion occurs about 14 days before the expected onset of the next 
period. But these results relate to the average for the series 
of 11 cases ; it appears to me that they cannot be safely applied 
to individual cases, and I believe they mean nothing more nor 
less than that ovulation most frequently occurs round about 
14 days before the next menses, but that it may occur outside 
this limit, as is indeed revealed by the figures in their individual 
cases. 

3. When all the evidence in the literature (including the 
recovery of tubal ova and young intra-uterine embryo) is 
weighed up I maintain that we can infer, as I stated in my 
previous letter, that while ovulation commonly occurs round 
about 14 days before the expected onset of the next menses 
it may occur outside these limits. I antic pate that. as more 
and more cases are scientifically investigated (preferably by the 
methods which do not interrupt the normal cycle). the range 
in ovulation time will be found to extend considerably beyond 
the narrow limits of 14+ 1 days before the next perod. 
Prof. Hamilton’s discovery of another two ova which indicate 
that ovulation occurred within the narrow Imits does not 
materially affect the argument, since no one denies that this 
is the optimum time for hunting for ova in a series of women ; 
obviously if the search were confined to these limits no ova 
would ever be found outside them.—I am, etc., 


Anatomy Department, University of Sheffield. FRANCIS DAVIES... 


Skin Sterilization by Colourless Flavine 


Sir,—Concerning our paper on this subject, that appeared in 
your issue of Aug. 12, 1944, Mr. Kearney wrote you a letter 
a few weeks later suggesting commercial spirit in place of 
rectified spirit to reduce the cost. We therefore prepared our 
solution thus modified and subjected it to further tests. the 
results of which show that its efficacy is not lessetted by the 
substitution—We are, etc., 


Victor BONNEY. 
H. SANDEMAN ALLEN, 


DURNAL 

| 

{ 
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Treatment of Varicose Ulcer and Eczema 

Sirn,—The introduction of elastic adhesive bandages has 
‘greatly improved the treatment and ultimate prognosis of 
varicose ulcers. There are, however, certain difficulties and 
disadvantages : 

(1) A number of patients are sensitive to the chemical constituent 
of the adhesive surface which causes extensive local and general 
dermatitis, and very soon the patient decides to bear the suffering 
from- the ulcer rather than the irritation and pain of dermatitis 
resulting from the treatment. Application of these adhesive bandages 
is particularly hazardous in cases of varicose ulcer where some 
degree of eczema is coexistent with the ulcer. Some 20% cases 
fall in this category. To meet this difficulty the manufacturers have 
produced a half-spread adhesive bandage where the adhesive surface 
comes in contact with the foot only, the non-adhesive half of the 
bandage being in direct contact with the leg. If the sensitivity of 
the patient’s skin is localized to the ulcer area this device meets the 
situation. But very often one comes across patients with varicose 
ulcers, possessing’ a high degree of sensitiveness to this adhesive 
material, and in such cases the result is painful dermatitis. 

(2) Another very serious though fortunately very rare complica- 
tion of this form of occlusive dressing is sudden and alarming 
haemorrhage from the large area of granulating surface of the ulcer 
at a healing stage. A large quantity of blood may accumulate 
underneath the bandage and may not be obvious to the patient for 


some time. When it is, the patient may have = difficulty in. 


removing thc bandage promptly. 

(3) There is great scarcity of these bandages at the present time. 
The modified treatment I suggest will result in considerable economy 
of material, more comfortable treatment, and avoidance of the risk 
of haemorrhage. . 

The promotion of healing of these ulcers depends on the 
elastic property of the bandage, which by compression of the 
varicose veins causes more prompt return of the venous blood 
and improved nutrition of the diseased part. The adhesive 
quality of the bartiage is not an advantage but a disadvantage. 
For the last five years I have discarded the use of elastic 
adhesive bandages, and have treated 112 cases of varicose 
eczema and ulcer with 100% success by using elastic web 

bandage. 

‘The ulcerated or eczematous surface is cleaned with soap 
. and water and dried. Then it is painted with 2% aqueous 
solution of crystal violet. A generous quantity of a powder 
consisting of zinc. oxidi 35ii, calamini 3ii, kaolin ad 3ii is 
sprinkled on the ulcer and a pad of gauze is applied and 
bandaged over with an ordinary bandage. The limb is then 

enclosed in a 24-in. or 3-in. wide elastic web bandage in a 
spiral fashion from the base of the toes to below the knee, 
with light pressure over the ulcerated area and more tightly 
above. This procedure is repeated every morning. Before 
going to bed at night the patient removes the elastic web 
bandage. To be able to remove the bandage at night is 
greatly appreciated by patients. In a few days a clean hard 
crust is formed over the ulcer ; whereas in the occlusive treat- 
ment with elastic adhesive bandage the accumulated discharge 
causes a very disagreeable odour. In cases of varicose eczema 
no dusting powder is used, unless a good deal of discharge is 
present, which is unusual. Otherwise the procedure is the same.— 
I am, etc., 

Burton-on-Trent. 


Surgical Approach in the Obese 

Sir,—I was recently asked to operate on an exceedingly 
obese young woman suffering from an acute appendix, her 
height being about 5 feet and her weight approximately 
16 stone. It was realized from the first that she would prob- 
ably be a bad case for surgery, as in all obese patients the 
approach to the abdomen is usually a difficult problem. 

In order to overcome the thick mass of fat through which 
one had to operate, it was felt that a better approach could be 
obtained by adopting a horse-shoe incision to reflect a flap 
such as that used in cranial surgery, the flap in this case being 
the skin and fat down to the abdominal muscles. An incision 
was therefore made starting just above the mid-Poupart area 
eurving outward and upwards to just above the umbilicus. 
From this incision was dissected upwards and inwards the 
whole mass of skin and fat, which on being swung inwards 
exposed a complete area of external oblique muscle ready for 
further steps. The rest of the operation was carried out by 


MANIK GHOSH. 


the usual gridiron method. During the period of the operation 
the flap was weli protected by hot towels wrung out in saline 

The chief impression left by thts procedure was the eage 
with which the essential parts of the operation area could be 
approached as compared with the meagre space one has wheg 
operating directly downwards through fat. While claiming no 
originality for the method, none of my colleagues or myself 
have seen any reference to this mode of approach, and it js 
felt that if such procedure is in use it should be given more 
prominence. It is an approach which could have many varia- 
tions, and possibly in this case it might have been better to have 
turned a flap outward from the midline instead of inwards, 

Whether this type of flap could not be used on huge fat 
limbs for a better approach is also another point which might 
be taken. In any case I feel that the procedure would answer 
many of the difficulties in the operative approach to the obese 
person.—I am, etc., . 

Caernarvon. W. HILTON Parry, 


Smoking and Duodenal Ulcer 


Sir,—If I may very shortly reply to Sir Adolphe Abrahams 
(Dec. 16, p. 798) I would like to say that the remark of my 
cynical friend about tobacco dividends is, of course, wholly 
untrue, and that in print it does not look as well as I thought 
on hearing it. 

As regards smoking I emphasized the cigarette habit, and 
did not concern myself with pipe smoking, which was the 
general form of tobacco indulgence 40 to 50 years ago, when 
cigarette smoking and duodenal ulcer were both uncommon. 

As to the present-day prevalence of duodenal ulcer among 
women an x-ray expert, even six or seVen years ago, while 
he scoffed at the cigarette idea, agreed that he was seeinga 
number of cases of duodenal ulcer among women; and ip 
a letter dated Dec. 7, 1944, a doctor wrote to me: “ It was 
formerly very uncommon for women to suffer from these ulcers, 
but I have recently seen quite a lot—all heavy cigarette 
smokers.” 

As to the time taken for the development of a duodenal 
ulcer I would urge that it takes many a drop of water to wear} 
away a stone and many a gill of gin to produce a cirrhotic 
liver. I wonder how many years it took for that type of 
cirrhotic liver to be accepted as due’ to gin.—I am, etc., 

Southwater. V. S. Hopson. 


Certification for Extra Milk 

Sir,—It may at this juncture be of interest to your reader 

to learn of this experience of mine. Ihave been in the habit 

of prescribing priority milk supplies under the heading |, 
Il, etc., and the Food Registration Officer writes to say: 


“I have received several certificates issued by you bearing only j 
the class number (I or II) and no indication of the category (a, b,¢, 
etc.). . a must ask you to comply with the Ministry’s instruction ; 
in this “respect.” 

In the course of my reply I wrote: 


“You have my sympathy in this matter of the formal demands 
of the Ministry; but unfortunately the Ministry appears not to have 
realized fully the difficulty in which a doctor finds himself. You 
will no doubt remember that it was in response to representation 
by the medical profession that the Ministry agreed that the docton 
need not give the diagnosis (name -of the disease or disorder) if 
respect of which the patient was being given milk certificates; tw 
it was very cleverly forgotten by our ‘ form-mongers’ and ‘ 
tape people’ at the Ministry that the other requirement—viz., thal 
the class (I, Il, Hl, etc.) together with the subheading denoted 
a letter (a, b, c, d, etc.}—was equivalent to the diagnosis in mos 
cases. For example, Ia told the whole world that the case was om 
of tuberculosis ; I d says plainly gastric or duodenal ulcer; I f, oper 
tion; Ig again reveals the possibility of tuberculous disease; 
Ih one or other form of malignant disease. Class I] may be 
analysed in the same manner. 

“‘ Now, Sir, there are many people who object to anyone knowili 


of their physical disabilities; I have indeed at the present time thit 
patients who have very strong objections on several counts 
their doctor should reveal to anyone the nature of their maladith 
and I need hardly remind you of the duty of the doctor in @ 
matter of professional secrecy. So that whensoever I feel that 
should be acting indiscreetly by doing otherwise I shall continue® 
issue certificates in the form which you say I must modify to 
in keeping with the Ministry’s demand. ...I can only suge® 
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that in order to place yourself in a safe position you should send 
this letter to the Ministry of Food and possibly the Minister of 
Health for their further instructions; and in the meantimé please 
allow the validity of my certificates so that the public I serve may 
not suffer.” 
I have not heard again from this functionary.—I am, etc., 
Acton, W.3. A. R. EATEs. 


Preamble to Post-war Food Education 


Sir,—Mr. Le Gros Clark (Dec. 9, p. 763) must begin with 
foundations. It is not “a matter of changing views and prac- 
tice of women in the kitchen,” but, as Rowntree and Huxley 
have shown, of securing food of proper quality in the shops 
‘and money in *housewives’ pockets to buy it with. 

When attempting to persuade a rural authority to compost 
its retuse in 1940 I learnt from the Director of Rothamsted 
(Sir John Russell) and from the Professor of Horticulture at 
Reading (Dr. Stoughton) that there was no sort of experimental 
evidence to show that food (either animal or vegetable) grown 
on chemically fertilized soil would maintain fertility in succeed- 
ing generations. It would, of course, sustain life and strength 
(though not necessarily health) and was ‘therefore admissible 
jn wartime to preserve an island race from starvation. But it 
cannot compare with the product of biological fertilization as 
a basis for the exuberant health we plan for the future 
(McCarrison, Howard, etc.). 

Prof. Miller of the Royal Veterinary College has said that 
“ scientific ’ feeding has produced a deterioration in the health 
of farm animals, that the 3,000-gallon cow often aborts and 
becomes barren, and that the 320-egg fowl too often develops 
leukaemia, tuberculosis, or fowl paralysis. How are we to 
know that the flesh of.these animals will maintain the human 
} race in health and fertility? Can we not demand experimental 
evidence to equal that of Orr, Wrench, and the aforementioned 
authorities, before the chemical industry is allowed completely 
to dominate food production?—I am, etc., 

Caernarvon. GRIFFITH Evans. 


' Medical Reciprocity with France ? 


Sir,—I venture to suggest that it wouJd be a friendly if not 
actually,a sound diplomatic gesture if the G.M.C. would admit 
to the Medical Register doctors who are in possession of a 
French degree. As it is, I know of at least one medical man 
who is actually a British subject and who is M.D.Paris and is 
disqualified here. He is not even allowed to take the fina] 
professional examination. There is, or was, reciprocity between 
this country and Italy. Is there any very good reason, there- 
fore, why there should not be the same reciprocity with regard 
to France, especially in the case of those who are British 
subjects and who hail from one of our possessions?—I am, etc., 

Edinburgh. JAMES BURNET. 


*,” This is a matter for the Privy Council under Section 17 
of the Medical Act, 1886.—Eb., B.M.J. 


Breathing and Coronary Circulation 


* $Sin—The death rate from angina pectoris and coronary 
artery thrombosis has rapidly risen in the last 30 years. In 1911-21 
52 per million died from these complaints, in 1930 303 per 
million, and in 1940 967 per million. A patient aged 59 
recently came to be examined because he had noticed so many 

people died suddenly, especially. men. Acquaintances of mine 
who have died suddenly include a well-known provincial cardio- 
logist from a coronary thrombosis, a Naval officer aged 53 
was found unconscious suffering from a coronary thrombosis, 
and three doctors aged 55, 62, and 45: 

Can nothing be done to check this increased mortality? 
Certainly no drugs or dieting will help. Is there any physical 
method that would help? It is possible that sustained increase 
of well-oxygenated blood to the heart would help. The problem 
is to produce this condition ; the left ventricle, elastic arteries, 


and gravity help the outflow to the tissues; but the return 
of the blood to the heart is retarded by gravity. and the lack 
of elasticity and poor valves in the veins; to the rescue 
comes the suction action of the thorax during inspiration. 
Unfortunately in so many men the thorax scarcely moves 
during inspiration, but it is otherwise in most women. If 


} Physical means will help, the exercises to be given are: 


(1) To put most of the body weight on the balls of the toes when 
standing and also when sitting. This stance tones up the muscles 
of the feet, the legs, the thighs, and the abdominal muscles, and 
thus helps veins and lessens the action of gravity. 

(2) To see that the thorax moves sufficiently when breathing. 
This is done by keeping the shoulders tightly back and slightly down 
and holding them steady there during inspiration and expiration. 
-To keep the shoulders tightly back is done with least effort by getting 
the pull in the back just below the axillae. 

(3) In addition to the above, deep thoracic breathing should be 
undertaken, say, twice a day, and the range of movement should 
be checked in front of a mirror to be sure the thorax is really 
moving. 


Naturally this idea and its results cannot be proved, but it 


- is common sense to ensure plenty of blood to the arteries and 


muscles of tlie heart if the heart is to keep free from disease. 
All, especially men who fear that these complaints may be 
their weakness, would do well to follow these simple suggestions — 
of breathing and stance during the day.—I am, etc., 


Ealing, W.5. R. H. Dixon. 


Colonial Medical Services 


Sir,—You have recently published many letters criticizing 
‘the various Colonial Services and their organization which 
would tend to make the reader at home rather ashamed of 
those services. Those letters, too, may well have a worse 
effect—that of preventing the young doctor at home from 
applying for appointments abroad. It is well to realize that 
any service, especially a medical one, is open to criticisms, 
and often is unable to reply completely to them. 

The majority of Colonial Medical Services have fewer than 
fifty British doctors. This staff is responsible for administra- 
tion, surgical, medical, and public health work throughout their 
own territory. That territory often comprises a few busy 
crowded towns, but in the main is African bush inhabited by 
different tribes speaking different languages and having different 
customs. The doctor should be able to adjust himself so that 
he can institute the essential medical services under many and 
varied conditions. Only too often is he hampered in his work, 
not by red tape and officialdom, but by the ignorance and 
non-cooperative attitude of the native. Superstition and magic 
still play their part, and modern medicine, no matter how high 
may be one’s ideals or how energetic one’s enthusiasm or how 
capable one may be, is still an uphill job. This is only too 
true in the towns, where one would expect a little enlightenment 
and co-operation. 

During the last few years of war those medical services 


. have had an even more difficult task. The civilian doctors 


have been recruited as medical officers in the various native 
Army Corps that have done such fine work for the Allies. 
The remaining civilian doctors, short of staff, short of drugs, 
and with little leave, and as often as not separated from their 
wives and families for prolonged periods, have not only main- 
tained these essential services but in many instances have 
improved them. They have been faced with new problems such 
as yellow fever; they have had to man base hospitals and 
do military work of all kinds in addition to their own 
civilian job. 

These times of stress have naturally brought to light some 
of the age-old grumbles. To shout these from the house-tops 
and to allow letters to be ‘published decrying our Colonial 
Services is not fair to those who have done the job. There 
are doubtless many causes of complaint which could be settled 
internally, and will be settled after the war. As a member of 
a similar service for the last twelve years I beg to make the 
following suggestions: 

1. No one should come out and expect to start as a specialist. A 
sound general knowledge of the difficulties in all parts of the 
territory is necessary. Every doctor, no matter how specially quali- 
fied, should do his turn of administration, public health, and so 
forth. 

2. The administrators must be men of personality, who know the 
country. Personality and the power of leadership are essential quali- 
ties for a director of medical services. Without these even the most 
ideal man, with the most generally accepted and ideal policy, will 
not go far. 

1 i facilities for study leave must be organized and granted 
to all. 

4. Promotion on merit and not on mere seniority should be the 
rule. Merit includes suitability for the post. 
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5. Opportunities for members of the medical service to travel and 
see how other Colonial Medical Services work should be provided 
regularly. 

6. Much medical work is hampered by lack of funds. Grants 
from the home Government should be made more frequently to 
enable the medical services to be more effective. 


All medical services among African communities need not 
only first-class British doctors but also first-class British nursing 
sisters to train and supervise the nurses in native wards. 
These are not always forthcoming, but they are as essential 
as the doctors. I have had the opportunity of seeing some- 
thing of the medical services in the Sudan, Uganda, Kenya, 
and of meeting some of the medical officers from Nigeria, 
as well as of seeing something of the medical services in the 
Belgian Congo and French Equatorial Africa. ~I have been 
amazed that so few doctors have managed to achieve so much 
under such difficult circumstances. They might have achieved 
more if all their grievances had been attended to, or if they 
were given more opportunity by the natives themselves. We 
must look at these services in their true perspective. In my 
opinion they have achieved something of which British 
medicine may well be proud.—I am, etc., 

CREDITOR.” 
The Young Married Doctor 

Sin,—I was interested to read “Married Doctor’s” letter 
(Dec. 23, p. 835). The lack of accommodation for married 
men in hospitals, where the appointments are not for six 
months or a year but are so-called permanent posts, is a source 
of much distress and discontent, which is inevitably reflected 
in the quality ot.the service. This is bound to be less whole- 
hearted than would be given by the same men in happier 
circumstances. Those responsible for hospital administration 
should realize that if they alter their attitude to this question 
their hospitals would gain not only by the increased efficiency 
which results from good working conditions but also by the 
retention in their service of men of high qualifications and 
attainments, who are forced at present to take up other branches 
of medicine if they wish to marry and have a normal life. 

Industrial psychologists teach that a high labour turnover 
is indicative of an unhealthy organization; this is true of 
hospitals as well as of factories. It is particularly true when 
the turnover occurs, as in this case, among responsible officials, 
so that there is a lack of that continuity of leadership which 
makes- for happy and efficient teamwork. More especially 
is it true where patients are suffering from illness requiring 
long-term stay in hospital, when the advantages of a reasonably 
stable staff are incalculable. 

But the provision of suitable married quarters is only one 
step on the way. Most doctors look back with real affection 
to their days as house-officers, working and living as the 
members of a closely knit community. Few would care to 
lead such an existence for the rest of their professional lives, 
yet that is what even a senior resident medical officer is expected 
to do at present. Sometimes the quarters and furnishings are 
relatively good, but it is seldom possible for him to make 
a real home for himself. He is usually completely dependent 
for food and for cooking facilities on the main or ward kitchen. 
He has no garden where he can sit or work in the fresh air 
with any degree of privacy. He is unable to have friends to 
visit him with the freedom which is desirable, especially when, 
as is often the case, he cannot leave hospital for days on end. 
There may be excellent reasons for a man not marrying, but 
there can be none to justify his being prevented from having 
as rich and full a life as possible. I can speak from personal 
experience of the recreative effect of an hour or two in a 
colleague’s home, where one may talk “shop,” but where one 
does escape for a little from the “ institution” atmosphere, and 
yet be on hand if required. 

There is a strong case for the provision of proper accom- 
modation for resident medical officers holding other than 
house appointments. It does not necessarily follow that we 
think that such accommodation should be a charge falling 
wholly on the hospital authorities. Many would be glad to 
pay a reasonable rent in return for the opportunity to live 
their own lives when not actually at work—surely one of the 
rights of every individual. — 

This problem is closely linked with another, also the subject 
of recent correspondence—namely, the pay of medical officers, 


especially in mental hospitals. The solution of both is largely 
dependent on the governing bodies recognizing that the day 
of the underpaid, badly housed, mediocre, often intemperate 
hack has passed for ever, and that there are many keen, well- 
qualified men anxious to give of their best in hospital work 
if they are given a reasonable livelihood and the chance of 
a normal home life.—I am, etc., 


Medical Demobilization 


Sir,—The Journal for Nov. 4 has just reached me [Dec. 12] 
in the field in Italy. I would like to comment on the statement 
concerning the special position of medical officers in the 
Government’s proposals for demobilization at the end of the 
European war (p. 605). 

I note that “ recommendations for transfer of medical officers 
under Class B wiil be made by the Central Medical War 
Committee after consideration of applications submitted through 
the Local Medical War Committees.” This means that for all 
practical purposes meciical officers qualified since September, 
1939, who, because they were in house appointments or were 
only assistants in general practice, were called up first will 
not have a chance of release under the Class B scheme, the 
reason for this being, quite simply, that as they have no 
practice and do not in the main belong to any local Division 
of the B.M.A., no Local Medical War Committee is going 
to put up a request for their release under Class B. They 
themselves do not, at least from the article quoted, appear 
to have any other hope of early release under the B class 
except through the local committee’s application. Thus the 
fact has been completely ignored that they, more than any 
older officer, will want to start as soon as possible either 
studying for their postgraduate degree (which their E.MS, 
colleague has now collected in comfortable civil life) or, 
alternatively, to start in general practice. ’ 

I should have thought that the Central Medical War Com- 
mittee could have initiated some applications itself, in the 
case of younger medical officers without local associations or 
practices, and at the same time recruited some of the E.MS§ 
officers, who have so far been deferred, to take their places. 
These, along with those Category C men who were admittedly 
not fit for war but who would be quite suitable for line-of 
communication duty in an Army of ‘Occupation, and the 
annual number of newly qualified: doctors, should be ample 
to release those medical officers who have served long enough 
to qualify under the Class B scheme or who want release under 
Class B. 

As the matter stands now the younger medical officer, if he 
has to compete with the older man with a colleague in his 
practice to put his case up to the Local Medical War Committee, 
has no chance at all, and looks like stopping in the Service— 
that is, first in and last out—I am, etc., 2 

In the Field, Italy. “* SERVING, OFFICER.” 


Débridement et Epluchage 

Sirn,—Mr. d’Offay is wrong when he says that débridement 
has nothing to do with debris. The first five letters are the 
same and are pronounced in the same way, and hence it 
is easy to transfer the idea of the one to the other. Etyme 
logically, of course, he is right: débridement is from débridet 
and débris from the obsolescent verb débriser, as can be fount 
out by looking up a dictionary. But something more important 
than etymological purities is involved. Surgery wrung a new 
principle of healing out of the experiences of the last war: 
the discovery that it is easier to get rid of organisms from 
wounds by robbing them of food than by bombarding them 
with protoplasmic poisons, and in so doing anticipated the 
principle of modern chemotherapy by twenty years. A surgical 
principle of such importance is worthy of a special descriptive 
term. The term “excision” will not do, as it gives no indice 
tion of what is excised ; in fact, the principle of débridement 
or desloughing, can often be achieved in face and scalp wounds 
without any excision at all, as, owing to the good blood supply, 
there is no tissue debris or potential slough to excise. “ Wo 
toilet ” is likewise, and for similar reasons, inadequate. Anyone 
who objects to the terms “débridement” or “ desloughing 
must find in their place an equally vivid descriptive. term= 
I am, etc., 

London, W.1. 
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Obituary 


T. N.. KELYNACK, M.D., M.R.C.P. 


\We regret to announce that Dr. Theo. N. Kelynack died 


on Dec. 23 at his home at Harpenden, aged 78. Dr. Kelynack 
\edited the British Journal of Tuberculosis for 27 years, the 
British Journal of Inebriety for 32 years, and The Child for 
17 years. Among the many posts he had held was that of 
physician to the Mount Vernon Hospital before it moved from 
Hampstead to Northwood, and he continued his active con- 
nexion with it until it ceased to be a hospital for diseases of 
the chest, when the governing body appointed him honorary 
consulting physician, 

‘Theophilus Nicholas Kelynack, son of the Rev. N..Kelynack, 
was. born at Wells, Somerset, on June 26, 1866. From 
University College School, London, he went to study medicine 
at Owens College, Manchester, and graduated M.B., Ch.B. 
with distinction at the Victoria University in 1889. He was 
awarded the gold medal in 1893 for his M.D. thesis on the 
pathology of the vermiform appendix, and he took the 
MR.C.P. two years later, after serving as house-physician, 
pathologist, and medical registrar at the Manchester Royal 
Infirmary. Before coming to London he had been demonstrator 
and assistant lecturer in pathology and assistant to the professor 
of medicine at Owens College. E 

Dr. Kelynack had a deep feeling of social responsibility, 
and in the early years of this century began to write on the 


alcohol problem. He compiled many health manuals, and for 


anumber of years acted as joint honorary secretary of the 
Royal Institute of Public Health; he was also honorary 
gcretary of the Society for the Study of Inebriety, whose 
journal he edited from 1903 to 1935. In the early years of 
his appointment at Mount Vernon he wrote on the sanatorium 
featment of consumption and edited a book, Tuberculosis 
in Infancy and Childhood, by various writers (1908); he also 
edited Defective Children and The Drink Problem of To-day 
in its Medico-Sociological Aspects, of which a second edition 
appeared in 1916, and Human Derelicts. Other publications 
associated with his name were the Tuberculosis Year Book and 
Sanatoria Annual (1913); the Year Book of Open-Air Schools 
ad Children’s Sanatoria (1914), and the Child Welfare Annual 
(1916). Dr. Kelynack was also visiting physician to the 
Harpenden Sanatorium for Children and medical adviser to 
the Shaftesbury Society and the National Children’s Home and 
Orphanage. In 1919 he was appointed a J.P. for the County 


ofLondon. His wife, the late Dr. Violet Kelynack, was medical 


secretary of the Mecical Women’s Federation, and his daughter, 
Dr. Agnes Kelynack, is now assistant secretary of the B.M.A., 
after being senior medical officer for civil defence under the 
‘Essex County Council. 


CHARLES LEONARD ISAAC, M.B.CaMB., F.R.C.S.Eb. 


Colonel Charles Leonard Isaac died at the age of 67 at 
§wansea, his native town, on Nov. 6, 1944, after a brief ill- 
tess. He was the son of a well-known solicitor, and graduated 
MB., B.Ch. ‘at Cambridge in 1904. Soon afterwards he started 


‘}@ practice in Swansea, and rapidly attained a place on the 


honorary staff of the Swansea General Hospital and was senior 
furgeon there from 1919; he became very well known over 
a large part of South Wales. In the last war he entered a new 
feld of activity and served with distinction in the R.A.M.C. 
mM France. Military surgery and the Army life suited him, and 
after the war he took a most active part in Territorial Army 
affairs, ultimately serving as A.D.M.S. in the Western Command. 
the age limit enforced his retirement from active military 
life shortly before the present war. During his active period 
he had had the distinction of being Honorary Surgeon to the 
King, and he had also been a deputy-lieutenant of the County 
of Glamorgan. 


Isaac was an active member of the B.M.A, and. had been chair- 
Man of the Swansea Division. In the years between the wars he 
fook a very full part in the work of the British Legion and the 

ifare of ex-Servicemen. Medical and hospital politics did not 
attract him, though his military record affords evidence of administra- 
fe capacity. Popularity came to him unsought; it was impossible 


to be gloomy when Col. Isaac was present, and no circumstances of 
war or blitz appeared to perturb him. He was witty and very quick 
in response, and his friendly bantering chaff and good-natured 
humour were a source of joy to all who came into his circle. His 
quickness of mind was reflected in his work as a surgeon; he would 
decide rapidly whether to operate or to refrain, and when operating 
his technique was rapid and dexterous, a pleasure for his co-workers 
to see and a matter of legitimate pride for himself. Isaac enjoyed 
the social life and was a well-known figure in the life of his locality. 
He was particularly prominent as a medical witness in the courts 
and had achieved a merited reputation as a helpful and unbiased 
guide in cases of litigation. A notable tribute to his work as a 
witness was paid from the Bench and the Bar at the county court 
after his death. 

As a personal friend he was generous, hospitable, and unchang- 
ing; he disliked quarrels or bickering, though quite able to assert 
himself effectively when occasion arose. His death deprives Swansea 
of a surgeon of distinction—a man well beloved by his colleagues, 
by a wide circle of friends in many spheres of life, and by many 
grateful patients. He is survived by his widow, a son now serving 
= Mere in the Royal Artillery, and a daughter serving in the 


A. F.S. 


The Services 


Col. J..W. Vanreenen, O.B.E., I.M.S., V.H.S., has been appointed 
Honorary Physician to the King in suctession to Col. R. V. Martin, 
C.LE., I.M.S. (ret.). 

Temp. Surg. Lieut. H. R. Gray, R.N.V.R., has been mentioned in 
dispatches. This name appears in a list of awards for gallantry, 
skill, determination, and undaunted devotion to duty during the 
landing of Allied Forces on the coast of Normandy. 

Surg. Lieut. J. F. Hanratty, R.N.V.R., and Temp. Surg. Lieut. 
L. A. H. Willson, R.N.V.R., have been mentioned in dispatches for 
good work in damage control and the care of the wounded. 

Lieut.-Col. D. D. Logan, D.S.O., Lanarkshire Home Guard, has 
been appointed O.B.E. (Military Division) in recognition of 
meritorious service in the Home Guard. 

The London Gazette has announced the following appointments 
— awards in recognition of gallant and distinguished services in 

y: 

C.B. (Military Division)—Brig. (Temp.) R. W. Galloway, C a 
D.S.O., late R.A.M.C. 

C.B.E. (Military Division)—Col. (Temp.) J. B. S. Guy, O.BE., 
T.D., R.A.M.C. 

O.B.E. (Military Division) —Cols. (Temp.) G. Anderton, W. J. F. 
Craig, and J. C. Gilroy; Lieut.-Cols. D. McVicker, M.C., G. B. 
Mitchell-Heggs ; Majors (Temp. Lieut.-Cols.) F. H. Bentley, H. D. 
Chalke, F. G. Holman, J. G. Jamieson, F. R. Langmaid, A. J. 
Pitkeathley, J. K. Slater, and D. T. Swift, R.A.M.C. 

M.B.E. (Military Division)—Major (Acting Lieut.-Col.) C. D. 
Preston; Capts. (Temp. Majors) J. A. Ross, R. A. Tennent, R. J. 
Toleman, B. McN. Truscott, R. I. Wilson, H. J. Bell, H. W. Burge, 
J. M. P. Clark, G. J. Cunningham, W. Davidson, D. J. Davies, 
F. C. Heatley, J. N. Macartney, I. A. MacDougall, W. L. Ogle, 
A. Orlek; Capts. A. P. R. Borrowman, M. C. H. Kingdon, F. E. 
aot R. H. R. Renwick, R.A.M.C., Capt. M. G. Pendharker, 

D.S.O.—Major (Temp. Lieut.-Col.) P. J. Richards, OBE., 
R.A.M.C. 

M.C.—Capt. (Temp. Major) R. A. Hooper; Capts. J. Braham, 
A. M. Glaser, O. D. Morris, L. G. Morrison, and D. F. O'Neill, 
R.A.M.C, 

Capt. (Temp. Major) F. J. G. Slater, Capts. T. G. Cameron, 
J. T. A. Lloyd, A. N. MacPhail, H. D. Moore, and J. A. Perpoli, 
R.A.M.C., have been awarded the M.C. in recognition of gallant 
and distinguished services in N.W. Europe. 

Capts. R. D. Barron, E. E. Miller, M.M., and W. F. MacKenzie, 
R.C.A.M.C., have been awarded the M.C. in recognition of gallant 
and distinguished services in the field. 


CASUALTIES IN THE MEDICAL SERVICES 
Died in Burma.—Lieut.-Col. John Dennis Francis Armstrong, 
R.A.M.C, 
Died on service —F\. Lieut. Ivor Mazure, R.A.F.V.R. 
DEATHS IN THE SERVICES “ 
Lieut.-Col. Nutratt Hayes, O.B.E., died suddenly on 
Dec. 11 at Lahore, India, aged 53. He was educated at the Middle- 
sex Hospital and took the M.R.C.S. and L.R.C.P. in 1918. 
he passed the F.R.C.S.Eng. and the F.R.C.0.G. in 1934. Before 
qualifying in medicine he served for two years during the 1914-18 
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war in the Royal Field Artillery Territorial Force. In 1918 he held 
a temporary commission as captain in the I.M.S., and in 1921 
obtained a permanent commission. Later he specialized in gynaeco- 
logy and obstetrics and obtained the professorship in those subjects 
at the King Edward Medical College at- Lahore. He published 
papers on the sterilization of dressings and on the operative treat- 
ment of vesico-urethral and vesico-vaginal fistulae—distressing con- 
ditions seen very commonly in India on account of the backwardness 
of midwifery. Col. Hayes’s early death at the height of his powers 
and usefulness is a serious loss to his specialty in India. - 


Universities and Colleges 


UNIVERSITY OF CAMBRIDGE 


Arthur Charles Douglas Firth, M.D., F.R.C.P., senior physician to 
King’s College Hospital, London, has been elected into a super- 
numerary Fellowship at Trinity Hall. 

At a Congregation held on Dec. 16 the degree of M.D. was con- 
ferred by proxy on P. L. Mollison. 

The following candidates have been approved: 

Midwifery, and Gynaecology: D. 


a 

> 
> 
> 
> 


n, D. V. Bates, A. D. 
Boreham, A. R. C. Butson, R. E. Church, H. C. Churchill-Davidson 
Churchill-Davidson, J. M. Cliff, N. K. Connolly, J. Crichton. W. 
Ross, N. N. Davies, I. M. P. Dawson, A. G. Dingley, N. K. Dryden, A 
Easton, T. A. Evershed, W. S. R. Fenton, J. W. B. Forshaw, S. G. A. F 
pf , R. N. Grabowsky-Atherstone, R. A. Green, E. Halasz, 
H. Hewitt, W. A. A. H . Hyde, P. M. 
Kunkler, J. B. Lawson, C. B. McKerrow, H. B. Malliows, P. R. A. May, J. B. 


mZO 


gr 


Waycott. E. J. M. 

B. 
Wrightson. 
Keilin, M. Mason, M. C. Myddelton, L. A. 
5 Smith, J. 


de Boer, C. 


R. J. Harrison, G. 


. W. Nation, G. A. Newsholme, T. J. S. Patterson. A. N. 

. Robinson, G. H. Seale, K. W. Symons, J. M. Thomas, 
Tilleke, J. Upsdell, D. P. Wheatley, R. A. Womersley, K. A. 
M. FE. T. Yealland. Women: E. M. Davies, M. Farquharson, M. 
-E. M. Kingsley-Pillers, S. M. Martin. 


UNIVERSITY OF MANCHESTER 


The following candidates have been approved : 


Fina M.B., Cu.B.—H. W. Ashworth, W. C. Astley, D. J. Atherton, George 
Bennett, Ethel F. Caplan, Dorothy I. Elkin. G. V. Feldman. Doreen H. Hayes, 
Margaret Laycock, H. B. Marsden, Joan E. Nuttall, M. G. Saunders, L 
Shuck, Cecilia M. Smellie, Margaret M. Tutton, P. O. Yates. 


P UNIVERSITY OF WALES 


The following candidates in the Welsh National School of Medicine 
‘have satisfied the examiners: - 

M.B., B.Cu.Pathology and Bacteriology : T. J. Anthony, A. J. Barry, A. H. 
Baynon, D.-K. L. Davies, G. E. Davies, E. D. Edwards. D. B. Harries, J. M. 
Hughes, S. T. James, A. S. Jones, M. G. Jones, Nest Jones, R. L. H. Jones, 
Mary Lawrence, Bernice G. Lewis, J. M. Lewis. R. Medlicott, G. Owen, 
Barbara M. Parker, Beryl P Roberts, K. L. Roberts, S. L. Stone, W. D. C. 
Thomas, J G. Tomkins, D. M. Watkins. 


NATIONAL UNIVERSITY OF IRELAND 


The following candidates have been approved at examinations held 
in December : 
M.B., B.Cu., B.A.O.—Margaret Barry, Geraldine Casey, C. Conran, P. 


Conran, J.. F. Cox, J. J. F. Donworth. M. D. Doyle, D. W. Harvey, J. A. 
Jervois, P. Kelly, P. O’Donovan, Margaret P. O'Sullivan, Noel G. Roche, 


J. C. Symons. 
M.Cu.—M. J. Kelleher, 


D.P.H.—J. Russell, M.B., B. 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 


At a meeting of the College held on Dec. 19, Prof. R. W. Johnstone, 
President, in the chair, the following who passed the requisite 
examinations were admitted Fellows: 

R. S. Barclay, M.D.; Marjorie R E. Boyd, M.D.; R. B. W. Cole, M.B., 
B.S.; Leonard Goodman, M.R.C.S., L.R.C.P.; S. W. G. Hargrove, M.B., 
B.Ch.: L. W. Hefferman, M.R.C.S., L.R.C.P.: Mary K. Lawlor, M.R.C.S., 
L.R.C.P.: F. J. Lorriman, M.D.; Gardiner Mitchell, M.B., Ch.B.; D. R. K. 
Reid, M.B., Ch.B.; Paul Steiner, M.R.C.S., L.R.C.P. _ 


_these lower standards, while many of the conditions whic! 


Britisa 4 
Journa, || JA 
Medical Notes in Parliament | 
Immunization of Children in Scotland im 
On Dec. 8 Mr. A. Epwarps asked the Secretary of State fo Colle 


Scotland whether the figure of 840,000 immunized child ff Mini 
the Summary Report by the Department of Health for Scotlaad 


for the year ended June 30, 1944, incluaed all childrep ee 
immunized in 1940, 1941, 1942, and 1943. pak 

Mr. JOHNSTON: Yes, Sir. I regret that through an oversj pear 
on this occasion an adjustment was not mace to allow fo an 
children immunized in previous years who were no longe. y The 
under the age of 15 in 1943. This adjustment cannot @y mpc 
precisely calculated, but it is estimated that the average numb! “hoo 
of immunized children under the age of 15 in 1943 was a {ospi 


700,000. Correspondingly the number of non-immunizg 
children in 1943 would be 540,000, not 400,000 as stated *»}. 
the Summary Report. These figures make no allowance { 
the unknown but relatively smail number of immunuzation 
performed by private doctors outside local authority arrange 
ments. In place of the incidence rates quoted in tha | wee 
report, therefore, it appears that approx.mately 1 in ever ted s 
160 non-immunized children took diphther.a during 1943 
compared with only 1 in every 430 immunized children. Thy, weer 
case-mortality rates quoted in the report of 1 ceath in 18 case sey 
for non-mmunized children as compared with 1 death Minne 
163 cases for immunized children are not affected by ua met 
adjustment. 
British Prisoners-of-War in Siam | The 
nation 


On Dec. 19 Sir JAMES GRIGG, replying to Sir Alfred Knoy*; 
said that from the information received from the Britt de oe 
prisoners-of-war in Japanese hands rescued by the Unites) ‘ion) 
States Navy from the sea last September, there was no doub ) 
that the Japanese military authorities deciced to construct the 
railway and road between Siam and Burma with all spee: 
and regaraless of the conditions under which the prisoner 
worked or of the cost in human life. After the completios 
of the railway, concitions improved somewhat, but they wen) ¢ 
far below anything which would be regarded as reasonable 
for our prisoners-of-war in Europe. The men, however, ha¢}' 
adapted themselves and become to some extent inured 10, 


caused such heavy sickness and death rates in the jungh’ 
camps did not obtain in the rear camps to which the me | 
were withdrawn. As a consequence there was apparently | 
very marked fall in the death rate, and there was evideng 
to show that, on the whole, the prisoners were in fair healt, 
and good spirits when the rescued men left Siam about Jul} ¢ 
1944. In the rear camps round Banpong their huts wer 
weatherproof, cooking and sanitary arrangements were hygienic, .,’ 
and there was some space and opportunity for exercise. The, 
Protecting Power had been asked to make the strongest possible! scarlet 
protest regarding the past conditions in Siam and Burma. - With) thr 
regard to present conditions, we should continue to press tht: 
Japanese to allow all camps in S:am and elsewhere to & 
inspected regularly by neutral observers, to make arrangement) ¢, 
which would enable the Red Cross to send adequate relie’ i 
supplies for all our prisoners, to improve the mail service t ma 
and from pr.soners, and to notify within a reasonable peridd 
all casualties, past, present, and future, affecting Britis): 
prisoners-of-war. 


Manufacture of Penicillin 


Sir ANDREW DuNCAN said on Dec. 20 that many British}: In Sc 
manufacturers were now manufacturing penic'llin or making for the 
arrangements to do so. Any firm licensed for th.s purposjof dyse 
under the terms of the Therapeyitic Substances Act would bj were G 
given every encouragement to manufacture. It was prematut] In E 
to give est'mates of our product’on of penicillin in a yeafij.measles 
time, but this would be substantial, though less than Amerigil}' In N, 

roduction. It would not only meet military needs but pro id} the higl 
arge quantities for civilian purposes. cases of 


Leprosy in the Colonies 


On Dec. 20 Dr. SUMMERSKILL asked how many peop authorit 
suffered from leprosy in the Colonies, and what proportijamong ; 
were treated in leper settlements. Col. StaNLey replied th of this | 
Statistics were not available, but it was known that in the The nui 
Colonial territories where the disease had the largest incidem¢compare 
only a small proportion of the sufferers were in settlement 
The policy generally followed was one of voluntary as oppo® 


Accor 


to compulsory segregation. In-certain territories a stage iP They, 
been reached when considerable numbers were being dischatgi#tse wee} 
annually from such settlements, with the progress of the dis¢M¥diphther 


arrested, and returned to their villages, under observation. 
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Medical News 


The Negotiating Committee appointed by the B.M.A., the. Royal 
Colleges, and other bodies will have its first meeting with the 
uldren jg] Ministry of Health on Jan. 12. 


Scotland) ieut.-Col. C. H. Stuart-Harris will deliver the Goulstonian Lec- 

children tures at the Royal College of Physicians, Pall Mall East, S.W., on 
Tuesday and Thursday, Jan. 16 and 18, at 2.30 p.m. Subject: 
ove “Influenza Epidemics and the Influenza Viruses.” 


The Medical School of St. Thomas’s Hospital has vacated the 
annot i mporary premises at Godalming and will re-open in the Medical 
e numbs| shool buildings in London on Jan. 9. The linked St. Thomas’s 
vas a jospital at Hydestile will continue to cater for the major part of 


namunizge fi-patient clerking and in-patient dressing. 


Stated %},iThe next clinical meeting of the Whipps Cross Hospital Medical 
vance fi | fociety will be held on Jan. 12 at 8.30 p.m. 


In.ZAHOM . There will be a meeting in London of the Society of Thoracic 
arrange | tirgeons of Great Britain and Ireland on Thursday and Friday, 
5 thé fan, 25 and 26. At 2 p.m. on Thursday, at the Royal Society of 

94e , Medicine, Wimpole Street, W., the subjects for discussion will be 

1943 % onstrictive ‘pericarditis, and foreign bodies in the air passages. On 

ren. | ‘tiday morning at 10 a.m. at Manson House, Portland Place, W., 

1 18 case! here will be a discussion on the treatment of carcinoma of the 
death Ae nchus. Members of the Allied military medical services and 

1 by We! “eons in the E.M.S. will be welcome. 


, The Sheffield Fabian Society has arranged a public debate on a 

| national health service to be held on Saturday, Jan. 27, at 3 p.m. 
ed Knos*in the City (Memorial) Hall, Sheffield. The opening speakers will 
Britis! %e Dr. D. Stark Murray (vice-president, Socialist Medical Associa- 
€ Unites‘ion) and Dr. A. Macrae (assistant secretary, British Medical 
no doub} Association). 


all aie * Dr. J. G. Porter-Phillips, F.R.C.P., has been elected a member of 
prisoner ‘he Governing Body of Bethlem Royal Hospital on his retirement 
*\ ‘irom the post of physician-superintendent, which he has held for 
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EPIDEMIOLOGICAL NOTES 


Discussion of Table 


arently {| 2 England and Wales infectious diseases were generally lower 
” evidesan incidence ; notifications of diphtheria were fewer than last 
ale healt freek by 150, whooping-cough by 122, dysentery by 53, and 
lll Tull carlet fever by 15. Measles notifications rose by 79. One case 
nuts was notified from the metropolitan borough of 
| Hackney. 
 hyeae> There were no large local variations in the incidence of 
; ; scarlet fever. The fall in whooping-cough was fairly general 


st possible} 
of this disease. Diphtheria notifications were the lowest for 
re. ae fifteen weeks ; Lancashire reported 53 fewer cases than last 
| week, Durham 32, and Cheshire 20. The rise in measles was 
st ie smallest for the past thirteen weeks, and there were wide 
ocal variations. 
_Dysentery notifications at 201 were the lowest for the past 
ss? eighteen weeks. There were 24 new cases notified in Dorset- 
shire, Sturminster R.D.. London returned 27 cases, Lancashire 
| 26, Warwickshire 16 (Birmingham C.B. 14), Glamorganshire 15 
: (Cardiff C.B. 13), Essex 12, Northumberland 10. 
ny Britis}: In Scotland more than 100 cases of measles were notified 


3 


prematut 
eat}.measles rose by 24. 
it’ In Northern Ireland there was a slight drop, 13 cases, in 
ithe high incidence of measles, and there were also 5 fewer 
¢ases of scarlet fever. 

Diphtheria 


According to returns received from all but a few local 
pH authorities in England and Wales, 2,243 cases of diphtheria 
among immunized children were notified during the first half 
mof this year, as against 6,743 among non-immunized children. 


t in thogThe number of deaths among immunized children was 16, 


inca compared ,with 368 among children not so protected. 
ettlemens 
As Oppow Week ended December 23 


stage 
discharg 
the 
rvation. 


4 The returns of infectious diseases in England and Wales during 

’€ week included: scarlet fever 1,906, whooping-cough 1,317, 
diphtheria 456, measles 8,433, acute pneumonia 715, cerebro- 
spinal fever 33, dysentery 173, paratyphoid 3, typhoid 5. 


throughout the country; Lancashire reported 21 fewer cases 


No. 50 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended Dec. 16. 

Figures of Principal Notifiable Diseases for the week and those for the corre- 
nadie week compar for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Treland. 

Figures of Births ond Deaths. ard o Deoths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative countv). (c) The 16 vrincipal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes disease not notifiable or 
no return available. 


1944 1943 (Corresponding Week) 
Disease 
(a) | (b) | (c) | (d)| ©) @) | |} 
Cerebrospinal fever .. 37, 3} 18) — 1] 64 5} 16) — 3 
Deaths 1] — — 
Diphtheria 463} 20) 142] 108} 16) S50 4} 131} 104] 43 
Deaths 4 2) — 16 1 3 — 
Dysentery 201} 27) 101) — | — 133 47; 47, 
Encephalitis lethargica, 
acute —]— 4 — — | — 
Erysipelas 46, 4 1 59) 5S} 4 
Infective enteritis or 
diarrhoea under 2 of 
years 24 1 
Deaths 321 41 OF SE 428 68] 
‘Measles* 8,985] 114] 528} 37] 251] 416) 47 59} 34 1 
Ophthalmia neonatorum 7| 4| 83} 3] 18) 1 
Deaths 
Pneumonia, influenzalt 725| 27%) S| 6| — |2,593} 220} 66] 21) 10 
Deaths (fro influ- 
enza) 21 1 7 1) — $1,109} 129} 52} 3 3 
Pneumonia, primary .. 345] 29 437| 18} 
33 18} 18 145 95 
Polio-encephalitis, acute | — | — 1 1 
Deaths at 
Poliomyelitis, acute .. 5 1] — 1 6 1} — 1j — 
Puerperal fever .. 1 
Deaths _ 
Puerperal pyrexiat .. 123} 3) 15} 132 4 17, — 
Deaths 


Relapsing fever 
Deaths 


Scarlet fever 1,990| 60] 295| 40] 60} 1,936] 145] 239) 35} 116 
Typhoid fever .. 7— 5) — 1) 104) — 
Whooping-cough* 1,343| 54| 12/1, 123| 158] 47| 24 
Deaths (U-1 year) 350) 29] 70) 42) 36 406) 53] 60) 18 


Infant mortality rate 
(per 1,000 live births) 


Deaths (excluding still- 
births) 


Annual death rate (per 
1,000 persons living) 16-1] 15°1} § 18-7] 13-8} § 
Live births .. | 6,806] 692] 906] 304) 266]5,825] 728] 815} 316) 244 
Annual rate per 1,000 ¢ 
persons living .. 18-4] 19-7] § 16-6] 20-8} § 
Stillbirths 208} 20) 38) 
Rate per 1,000 total 
births (including 
stillborn) .. we 33 45 


* Measles and whooping-cough are not notifiable in Scotland, and the returns 
are therefore an approximation only, 
t Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 
t Includes puerperal fever for England and Wales and Eire. 
ing to evacuation schemes and other movements of population, birth 
are no longer available. 


§ Owing 
and death rates for Northern 


yr maki tor the second consecutive week. [here were more cases 
s purposjof dysentery than in the previous week; the largest returns 
would Were Glasgow 41, Lanark County 13, Edinburgh 11. 
ny pe 
proport 
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ANY QUESTIONS? - 


Hypertension and Blood Donation 


Q.—Should hypertensive patients offer themselves as regular blood 
donors? If epistaxis and menorrhagia are considered “ safety 
valves,” why not blood donation? I have a patient aged 39 with a 
blood pressure of 210/120 and menorrhagia. In the opinion of 
a specialist it would be very unwise to do anything about the 
menorrhagia. 


A.—It is a well-known saying that many a patient has been saved 
from a cerebral haemorrhage by heart failure. It is equally true 
that a severe anaemia may mask an underlying hypertension, and 
most haematologists have had the embarrassment of seeing the 
symptoms of anaemia replaced by those of hypertension as a result 
of iron or liver therapy. Neither heart failure nor severe anaemia 
could be taken as therapeutic objectives, however, and anything less 
than a severe anaemia has little effect on hypertension. Bleeding 

_is useful in hypertensive encephalopathy, but it is of little value in 
the ordinary course of the disease. There is always the possibility 
that a blood donation will be followed by fainting or some grosser 
vascular accident, which will be blamed on the procedure. A blood 
transfusion centre is no place for the unhealthy, and as a general 
o we should deprecate using hypértensive patients as regular blood 

ors. 


Chemotherapy of Malignant Endocarditis 

Q.—Would you clarify the question of-treatment of malignant 
endocarditis, including subacute bacterial, in regard to sulphonamides 

‘and penicillin. 

A.—The response of subacute bacterial endocarditis to any form 
of chemotherapy is very variable, much depending on the stage of 
the disease and the sensitivity of the responsible organism to the 
drug used. Various sulphonamides have been employed for some 
years past with only occasional lasting benefit. If the particular 
streptococcus is sufficiently sensitive to the drug, blood cultures 
become negative and the general condition improves, but recurrence 
after cessation of treatment is the rule. The simultaneous administra- 
tion of heparin to prevent further fibrin deposition on the vegeta- 
tions gives the drug a better chance, but involves a serious risk of 
causing cerebral haemorrhage. Prolonged treatment with massive 
doses of sulphadiazine has recently been advocated. Ideally, choice 
of drug should be determined by tests of the sensitivity to it of the 
patient’s own streptococcus. 

The treatment of subacute bacterial endocarditis with penicillin 
was the subject of recent comment in this Journal (Sept. 16, 1944, 
p. 380). Penicillin has undoubtedly.a more powerful antibacterial 
action on the streptococci concerned in this disease than any of 
the sulphonamides, but the sensitivity of different strains varies 
enormously (M. H. Dawson et al., Proc. Soc. exp. Biol., N.Y., 1944, 
56, 101), some being so resistant that treatment cannot be expected 
to succeed. This doubtless accounts in part for some of the failures 
reported; on the other hand, among cases treated in the U.S.A. 
there has been a substantial proportion of apparent cures—or per- 
haps it would be safer to say prolonged remissions. The total dose 
‘required may be 5,000,000 units or more, and since this amount wil! 
save a number of lives endangered by other infections it has not 
been thought justifiable to treat subacute bacterial endocarditis in 
this country until the supply position improves. 

- The same considerations apply to the treatment of more acute 
forms of bacterial endocarditis. It is well known that this com- 
plication greatly worsens the prognosis in the penicillin treatment 
of septicaemia due to any of the pyogenic cocci; in fact the 
existence of an endocarditis is the commonest explanation of failure 
in treating staphylococcal septicaemia. Its recognition might be 
held to call for increased dosage, but there is no evidence that this 
will succeed. 


Functional Uterine Haemorrhage 


Q.—Are oestrogens indicated in the treatment of func ionalipvestiga 
uterine haemorrhage ?- If so, what are the rationale of their r orga! 
their dosage, and times of administration ? Haphyloc 


A.—Functional uterine haemorrhage is generally believed to peo be str 
associated with a failure of ovulation and thus with failure q@pause t 
development of the corpus luteum. The endometrium is thus coggmuch 1s 
stantly under the influence of oestrogenic hormone. — The primary 
defect is believed to be a disorder of the anterior pituitary. It i 
difficult to understand how oestrogenic hormones can benefit such} Q.—A 
cases, and the most hopeful line of treatment seems to be thebyberculc 
administration of pituitary gonadotrophic hormones. Clauberg haghythoriti 
claimed success in these cases with “‘ oestrogen shock therapy.” Thelgnd the 
rationale of this is based on the fact that a single large dose offy the ai 
oestrogenic hormone may be followed first by inhibition of thelwould b: 
anterior pituitary and storage of the gonadotrophic hormone, andiipentoth: 
then by release of this hormone and ovulation. This has been con —E 
firmed experimentally in animals. A single large dose (100,000 tof ing t 
200,000 units) of oestrogenic hormone is given a few days after... avan 
cessation of haemorrhage in cases where bleeding is intermittent, 


spontaneous recovery is nO uncommon occurrence. 


Vitamin K and Post-partum Haemorrhage 
Q.—lIs there any recent evidence regarding the value of vitamin Kijgcal an: 


_in the prevention of post-partum haemorrhage and haemorrhagigand par: 


What is its value in purpura haemori{o this 
techn qu 
ry in 
facilities 
in such 


disease in the newborn? 
rhagica? What dosage is suggested? 


- A.—There is no doubt that the administration of vitamin K t 
the mother and/or the newborn child prevents the fall in th 
coagulating power of the blood which commonly occurs during thé 
first week of life. It would be a much harder task to show thal 
vitamin K prevents the occurrence of haemorrhagic disease, just 
because the disease occurs so rarely. The incidence in the U.S.A, 


has done this up to date. What many authors have tried to shor 
is that the neonatal mortality from intracranial haemorrhage is 
reduced by vitamin K. This is a very different Proposition, sing ; 
a coagulation defect is probably not the most important factor i 
intracranial haemorrhage. Nevertheless it is generally ‘believed hi 
the incidence of intracranial haemorrhage is reduced by vitamin K. —h 
One dosage schedule recommends the administration by mouth Oia) y, 
20 mg. synthetic vitamin K to the mother before delivery and 5 mg} iin iie | 
to the infant at birth; alternatively a single dose of 10 mg. to the et misc 
infant is equally effective. Other authors have had success wilh wlphur 
smaller doses. Vitamin K is of no value in post-partum haemor! aain w 
rhage or purpura haemorrhagica. q ‘i 


Ptomaines for seve 


Q.—Is it true that ptomaines are innocuous when taken byt of the p: 


mouth, and poisonous only when injected ? 
A.—The name “ ptomaines” was given by Selmi to bodies 4 


the nature of diamines isolated by him and others from Putrefactivt the | 
food. Subsequently a number of such bodies were isolated, iM should. | 
cluding putrescine, cadaverine, and neuridine. When injected inl) ion of 
laboratory animals most were highly toxic. The majority were PI pnoyeq 
pared between 1860 and 1884, and at that stage of bacteriology Mjyi., 
was not unnatural to assume that they were the. cause of foo applied - 
poisoning. Hence originated the use of “ ptomaine poisoning excipien 
synonymous with “food poisoning.” Subsequent investigatiol fresh ; 
showed, on the one hand, that they were only produced as qu liq. tinc 
late degradation products of putrefaction, when the food woul found u 
certainly be rejected as too nasty to-eat, and, on the other, ME times a 
their toxicity was exhibited only when injected into animals 
that by mouth they were almost completely non-toxic. There ism , 
evidence that any of them are toxic to man by mouth. In all fo 04 
poisoning outbreaks (except botulism) the food at fault is indistia 
guishable in appearance, taste, and smell from sound food, whi sno 
there is no evidence that the consumption of food in any stages 
putrefaction is harmfyl to ‘man unless the food concurreath normal 
contains the toxins of specific food-poisoning bacilli. a 
(J. Hyg., Camb., 1921, 20, 69) repeatedly fed a series of kitte 
daily with meat or fish allowed to putrefy at different stages, DY A,—c 
most with meat in a highly offensive condition” Apart from so™™§normal 
loss of weight, there were no symptoms of ill-health. _ /#develop 
An important point is that ptomaines are not specific produe i 
of particular bacteria, but are merely late degradation products x 
the protein molecule, produced by a. whole series of putrei@§tion of 
tive organisms. The expression “ ptomaine poisoning,” therefolia local 
should never be used, as it implies that food poisoning may be @ftestoste) 
to degradation products in food -without the presence of any spe@™j adminis 


{ 
i 
In assessing all methods of treatment of functional 
naesthe 
haemorrhage—and the large number of substances that have 
time or another used for this condition suggests that th. fo, 
f ideal method remains to be found—it must be remembered thal ine, 
I, 815). 

propane 
he anac 
If it i 
es } from 1874 to 1934 was apparently fairly constant at 0.5%. To showy og 
ae" an improvement on this figure which was statistically significant i ™° £ 
: a would be necessary to treat 10,000 babies with vitamin K. No ons 60 
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wusative organism. Actually all food-poisoning outbreaks when 
estigated are shown to be due to the specific products of particu- 
f organisms, such as Bact. botulinum, Salmonella strains, certain 
Maphylococci, etc. The use of the term “ ptomaine poisoning” is 
9 be strongly deprecated as directing attention away from a specific 
pause to a non-specific causation which has no existence in fact, and 
h is merely a “ Mrs. Harris” of medicine. 
e primary 


ary. Ith Anaesthetic for a Primigravida with Tuberculosis 


nefit suchl Q.—A primigravida undergoing A.P. treatment for pulmonary 
to be thelyberculosis is expecting to be confined at an early date. Most 
uberg hasluthorities advise forceps delivery when the cervix is fully dilated 


func io 
their 


ved to | 
failure 
thus cong! 


apy.” Theland the head well down in the pelvic cavity. Gas and oxygen 
e dose offs the anaesthetic recommended, but if this is not available what 
on Of thelyould be the “‘ next best”? Dare we use intravenous anaesthesia 


none, and pentothal sodium or evipan)? 


Coane A.—Evipan and pentothal sodium are employed in midwifery, but 
gowing to their depressant _action on the respiratory centre their 
mitten fisadvantage is possible difficulty in initiating respiration in the 
1 uterine: However, there are many reports of the use of such 
aesthetics for obstetric operations—even for Caesarean section— 


iwihout indicating any undue foetal risk. The use of evipan for 
“low forceps delivery and perineal repair in general practice is 
scribed by K. M. Robertson in the British Medical Journal (1941, 
i, 815). Nevertheless, in this particular case great care would be 
, and a dose sufficient for the purpose might cause respira- 
tory embarrassment in the mother, if not in the child. Perhaps 
vitamin Kilocal analgesia, by infiltration of the perineum, vulva, vaginal walls, 
morrhagigand paravaginal tissues, including levatores ani, would be the ideal 
1 haemorifor this patient, but it would require some experience in the 
Mechnique. The case seems to call for special care, and there is 
min K wpevery indication’ for delivery under hospital conditions with all 
all in thepiaeilities available—including the services of an expert anaesthetist. 
during thell such circumstances there should be no real difficulty, and cyclo- 
show thajmopane would be very suitable; indeed many would regard it as 
ease, just ihe anaesthetic: of choice. 
he USA} Hf it is quite impossible to arrange for delivery under favourable 
To shows™spital conditions, there is something to be said for open ether— 
nificant io the grounds of -safety. It is usual to regard this anaesthetic as 
_ No one}uing contraindicated in pulmonary tuberculosis, but many experts 
d to shop/™ longer subscribe to this view. In a case of this kind the choice 
srrhage i anaesthetist is more important than the choice of anaesthetic, 
ion, singj##d 1 would repeat that the patient should be delivered in a hospital 
factor igjtequately staffed and equipped. 
ieved that Chronic Blepharitis 


pe Q.—What is the best treatment of chronic blepharitis in a young 
and San adult who has no refractive errors? Triple dye in spirit, silver 
ng. to tie nitrate 1% to 10%, and golden eye ointment have been tried with- 
call «4 pout much improvement. The seborrhoeic scalp has been treated with 
: hee wulphur and salicylic ointments well massaged into the roots, but 
7%ain without any permanent success. No penicillin is available. 
A.—Chronic blepharitis is apt to be obstinate and may not clear 
for several months. General treatment should aim at improvement 
en by thot the patient’s condition and hygienic surroundings, and avoidance of 
~ _=fl00 much sugar. Local treatment involves attention to any infection 
oo of the tarsal glands, and expression of such as are choked by 
bess oti pressure between a finger outside and a glass rod inside the margin 
lated, i of the lid. Complete epilation helps in obdurate cases. Attention 
ected fall should: be given to any lacrimal sac infection. Before the applica- 
pe tion of any ointment or paint can be effective, all crusts must be 
wfemoved thoroughly with warm H,O, or sodium bicarbonate 2% 


necessa 


os lotion. The lid should be dried, and then the following ointment 
sning” J 2pplied : ung. hyd. ammon. dil. 1%, or ung. resorcin 1%. A good 
estigati excipient is equal parts of lanoline and vaseline, but it must be 


fresh } 4 rancid ointment keeps the condition alive. Of the paints, 
lig. tinctorum is best, but iodine 2% and optochin 2% have been 
found useful. Silver nitrate 1% or 2% applied not more than three 
times a week clears up any raw spots. Asa last resort a vaccine 
may be tried. 
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Facial Hair and Sex Hormone 
Q.—A man aged 23 has almost complete lack of facial hair growth 


s indistin 

sod, whilgad shows some retardation of normal hirsutism generally. He is’ 
stages %herwise well developed and’ healthy; external genitalia within 
ncurreniig"9rmal limits, and sexual functions appear to be normal too. The 
i. Savagg®?mplaint is the psychological effect of the deficiency, of which he — 
of kittei’ acutely aware. Is hormone therapy advisable, and if so, what ? 
ee A.—One occasionally meets with the apparent anomaly of sub- 


hormal facial hair growth together with normal sex function and 
development, and it must be attributed to local lack of response or 
Sensitivity to the normal level of androgens in the blood. It is* 
semetimes possible to overcome this refractoriness by the administra- 
tion of exogenous androgens, and the best method of securing 
® local concentration is probably by inunction ‘of unguentum 
Kstosterone, 25 mg. per gramme. It is unlikely that this method of 
| iministration could have any untoward effects, but large doses of 


Pp 
roducts 


therefor 
ay bed 
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testosterone intramuscularly might temporarily suppress testicular 
function by inhibiting the secretion of pituitary gonadotrophic hor- 


~mone. In practice it is doubtful whether this really constitutes a 


risk, especially if therapy is intermittent. 
Morphine Administered by First-aiders 


Q.—Are there any contraindications for giving morphine to 
seriously injured miners? The Home Office has agreed to authorize 
first-aid men employed in or about mines to administer the drug; 
it will be used in an ampoule-syringe form, which will ensure that 
the needle is clean, that no overdose is given, and that there is no 
morphine left about. Are there any parts of the body which they 
should always select if available? Will it be sufficient to keep a 
D.D.A. book in the surgery, or should I keep one in each rescue 
station or colliery where the morphine is stored ? 


A.—Morphine is given to an injured person to relieve pain, 
diminish shock, and calm the mind. Sometimes it has an initial 
effect of exciting the imagination, but its usual action is to dull 
sensibility and produce mental quietude. The chief danger from 
morphine is due to the fact that it depresses the respiratory centre; 
it should not, therefore, be given_to those suffering from serious 
head injury or severe shock attended by depression of that centre, as 
shown by slow and shallow respiration. The young and the old 
are much more sensitive to the drug, and the following remarks 
must be taken to-apply to those between the ages of 18 and 60 years. 

In cases attended by pain and unaccompanied by any respiratory 
depression the drug is usually tolerated well; in such cases it is quite 
safe to administer a quarter of a grain of morphine tartrate, and if 
the pain still persists this dose can safely be repeated within two or 
three hours. Even in the absence of pain it would be advisable to 
give a similar dose in cases of fracture prior to any movement of 
the patient which is likely to give rise to pain. The injection can 
be given subcutaneously or intramuscularly into any easily accessible 
part of the body. If given into the limbs it is well to choose the 
proximal part, for there the circulation is likely to be better and 
absorption quicker. The lateral part of the abdominal wall is also 
a suitable place for injection. Intravenous injection should only 
be done by the doctor. 

The last point raised is, I think, dealt with under 11D of the 
Dangerous Drugs Regulations, 1937, which requires that a separate 


register shall be kept in respect of each set of premises at which 


the authorized person carries on his business or profession. Clearly, 

it is desirable, in order to avoid confusion, that a record shall be 

kept at each colliery or rescue station where the morphine is stored 

and used. . 
Mixed Inhalant Solutions for Allergy 


Q.—Does it suffice to give a mixed inhalants solution in a case of 
allergy, or is it advisable to determine the exact causal agent and 
then give an appropriate desensitizing solution ? 


A.—The mixed inhalants solution contains the usual common 
inhalant causes of allergy as determined by skin tests—feathers, dust, 
orris root, and animal hairs (horse, dog, and cat). It is advisable 
to test each patient individually because (1) it may be necessary to 
add pollen if the patient reacts to pollen, or to use the combined 
pollen vaccine if there is a large reaction; (2) it may be necessary 
to add other occupational dusts if the patient’s job suggests such a 
sensitivity, such as flour-dust for a baker or miller, tomato fungi for 
those affected by hot-house tomato plants, or insecticides in agricul- 
tural workers; and (3) it is essential to find out how sensitive the 
patient is: if very sensitive, the weak “initial” solution must be 
used and the irritants removed so far as possible; in only. slightly 
sensitive cases the stronger “‘ continuation ” course can be used to 
begin with. The initial solution must always be used in cases very 
sensitive to horsehair. It is rare for a patient to react to one irritant 
alone. In such cases. it may be wise to give the exact desensitizing 
solution, but if the specific causative substance is contained in the 
mixed inhalants solution it is probably better to use this, as 
the other proteins contained may act as additional non-specific 
desensitizers. 

Myocardial Degeneration 

Q.—A patient aged 74 has had two attacks of severe oedema of 
the lungs since 1940. Treatment. with morphine and oxygen with 
the B.L.B. apparatus has brought relief. A third attack was more 
severe, and the patient seemed to respond to treatment only when 
an injection of nikethamide had also been given. The outer borde? 
of precordial dullness is 4 inches from the middle line. There is a 
presystolic murmur. The blood pressure is 145/80. I would wel- 
come advice about preventing such attacks. 


A.—These attacks are usually provoked by over-activity. There 
is, no doubt, intrinsic myocardial degeneration in this case, and so 
the deterioration is likely to be progressive, although this may be 
slow at the age given. If definite over-activity has directly brought 
on an attack, this must be avoided. If the attack has come at 
night, the day before may have been too full. During sleep the 
patient should be well propped up if possible, and a late meal should 
be avoided. Distension of stomach, bowel, or bladder may be a 


. 
é 
| 
| 


34 Jan. 6, 1945 


LETTERS, NOTES, AND ANSWERS 


BriTIsH 
MEDICAL JOURNAL 


provoking cause. The daily administration of 2 grains of the 
powdered leaf of digitalis may increase cardiac efficiency. Morphine 
in quite small doses often suffices in the aged. 


Q.—Some years ago I read a note in the JOURNAL on the occur- 
rence of red noses in adolescents. A girl.of 17, in perfect health, of 
fine physique and good looks, is occasionally ‘afflicted in this way, 
the tip of her nose only being affected. 


A.—The pathogenesis of rosacea is complicated and probably 
involves a number of different factors, such as a seborrhoeic dis- 
position, gastro-intestinal dysfunction, including achlorhydria, and 
according to some authorities a psychological factor. Thus R. Klaber 
and E. Wittkower (Brit. J. Derm. Syph., 1939, 51, 501) in a com- 
prehensive review suggest that rosacea may result from emotional 
changes, and this may — the phenomena in the case related 
above. 


Q.—What is the proper attitude to adopt to a left-handed child 
aged 44 years (a) by parents,.and (b) by kindergarten school- 
teacher? Is it true that insistence on using the right hand may 
cause the child to develop a stammer or some other psychological 
aberration—e.g., obstinacy ? 


A.—If the child is predominantly left-handed he should be allowed 
to continue so both by parents and by kindergarten school-teacher—if 
his inclination is to write with his left hand he should not be forced 


clearly defined, outside interference may lead to a stutter, the speech 
defect resulting from the attempt at adaptation to right-handedness 
when the inclination and probably the architecture of the cerebrum 
are towards left-handed predominance. There is no reason to sup- 
pose a relationship between left-handedness as such and stuttering ; 
the important factor is the enforcement of right-handedness in a left- 
handed child, and many well-authenticated cases have been recorded 
in which: stuttering developed as a result of attempting such-a change. 
Similarly, minor Psychological abnormalities may result in some 
children owing. to frustration in the use of the left hand. 


handedness is still required, as well as more satisfactory tests. 


Action of Phenobarbitone 


Q.—Barbiturates containing the phenyl radicle are believed to 
depress particularly the motor cortex, hence their use in epilepsy. 
But phenobarbitone appears to be the barbiturate most commonly 
used as a general sedative. Would not subhypnotic doses of 
hypnotics, such as buto-barbitone, be more rational ? 


A.—Experience with phenobarbitone and the other barbitones 
shows that the action of phenobarbitone is by no means confined 
to the motor cortex. The effect of buto-barbitone is a hypnotic 
one, and it is very useful for procuring sleep. Phenobarbitone is. 
probably as widely used for its sedative as for its anticonvulsant 
action, and clinicians have a clear picture of its double effect. 
In epileptics it is valuable in controlling fits, with very little of the 
depressant effect of bromides, unless comparatively large doses of, 
say, 2 or 3 grains are used. With these large doses patients some- 
times complain of feeling drowsy in the afternoons and evenings. 
Anxious patients, on the other hand, describe a very beneficial result 
from smaller doses of phenobarbitone, which in them has a pro- 
longed and mild hypnotic effect, causing a diminution in their mental 
symptoms. This effect, which is not produced so easily by other 
barbiturates, is so evident that some say that phenobarbitone has a 
greater action on neurotic subjects than on others. This is unlikely 
to be the case—the sedative action is simply more evident in them. 
It is because of this that phenobarbitone is so widely used. 


Coated Tongue 


. Q.—What is the basic cause of a coated tongue? Why is it worse 
on waking up in the morning, and especially after an upset digestion, 
fevers, etc.? 


A.—The chief causes of furring of the tongue are toxaemia, 
diminished friction from inadequate mastication, and inadequate 
salivation. The fur is a collection of desquamated epithelial debris 
and minute food particles which have become entangled in it. A 
small amount of fur which tens to collect overnight is compatible 
with perfect health, and is the rule rather than the exception in 
adults, especially smokers. Excessive proliferation of the papillary 
endothelium occurs in toxaemic states. This, combined with the dry 
tongue of dehydration, is ‘sufficient to cause a thick, offensive fur. 
A pretty example of fur collecting because of poor mastication is 
seen in cases of trigeminal neuralgia. In these patients furring is 
seen only on tie side of the tongue that is painful and protected 
from friction. 


barbiturates. 


to use his right hand. When the predominance of the left hand is _ 


It should be stated, in general, that more exact definition of left- - 


LETT ERS, NOTES, ETC. 
Dose of Pethidine 


Dr. F. Prescotr (London, N.W.1) writes: In your “ Any Quel 
tions?” of Nov. 18 (p. 687) the dosage of pethidine is given j 
25 mg. to 50 mg. This dose is, generally speaking, much too loys ® 
The optimum effective dose is of the order of 100 mg., and in ta 
case of severe pain this is best given parenterally. In some cagemay 
150 mg. to 200 mg. is needed. It would be better to give the rangeye 
of dosage as 50 mg. to 100 mg. orally or parenterally, increased \ 


necessary to 200 mg. This is the opinion of Batterman (Argh 

intern. Med., 1943, 71, 345), who has studied the effect of. pethidint> 
on over 1,000 patients. Rarely does 25 mg. relieve severe pain. The” 
correct dosage is important when using a new drug, because if thi ® 
dose recommended is too low the drug is liable to be discredited gay 
In the case of pethidine this would be a pity, as it appears to beg 
very valuable drug. The answer does not bring out sufficienthay 
clearly the most important use of pethidine—namely, the relief of ! 
pain associated with spasm of smooth muscle. It is less effective inf 

relieving pain of neuritic or muscular origin. The use of pethiding§™ 
in obstetrics is not mentioned in the answer. There are now a 
number of papers on this in the literature (British Medical Journal 
1944, 1, 176, 179; 1944, 2, 498; Amer. J. Obstet. Gynec., 1943, 4§) 
318, 320; 1944, 47, 93). The dose is 100 mg. intramuscularyj  ~ 
repeated an hour later, with further injections of 100 mg. at interval} 

of 2 to 4 hours. Pethidine can be combined with scopolamine of™ 


Nausea and Vomiting of Pregnancy 


Dr. Marcaret Round (medical officer in charge, Evangeli 
Booth Hospital for Women and Children, Madras Presidency) writesf™ 
About 1932 I read in the British Medical Journal that it is of grea 
help to pregnant women to give them a calcium preparation—eg, 
calc. lactate—5S gr. daily throughout the pregnancy, and to givegy 
quinine hydrochlor. (or sulph.) 2 gr. daily as well as the calcium 
during the last six weeks of pregnancy. I began that procedurt 
then, and have found..that complications of pregnancy, 

, cramps, eclampsia, and overdue labour, are eliminated if é 
those who follow the treatment. When a patient first, comes to me 
with nausea and vomiting I give intravenous calcium ‘gluconateg. 
10 c.cm. of 10% solution, daily if necessary; very seldom are mort 
than three or four injections needed. One case of hyperemesis if 
England (2 years’ practice) failed, but that cleared up promptly when 
I suggested that hospitalization was the only thing left for us to tf) 
In five and a half years in my present appointment at the Salvationly 
Army Hospital for Women and Children, Nidubrolu, I have com 
tacted many pregnant women—322 new cases in the last twelve 
months. There is a small percentage with nausea and vomiting. 1}Gi% 
have not known intravenous calcium gluconate not to give relieh® 
We have a large number of women brought to us at the last momenihy 
with severe albuminuria and eclampsia. The first step in the treat 
ment is to give intravenous calcium gluconate, then follow with the GENE 
usual stomach and bowel wash and mag. sulph. Our mortalily 
rate is very low for eclampsia. In cases having the calcium treat 
ment from the early months there has been no albuminuria and my) 
further nausea and vomiting after beginning the calcium. Whe 
quinine is given in the last six weeks as well as the calcium, delivery 
usually takes place two to seven days before the calculated date for 
delivery. Primiparae as well as multiparae deliver in from four 
eight hours; the time is definitely shortened, apprehension lessefied, 
and no tears are produced by the shortened labour. If one believes! 
all one reads in medical journals these days, calcium has fallen into 0s 
disrepute. I have neither time nor equipment to find out wij Tae < 
calcium does help very definitely nausea and vomiting of pregnant), a. 
but my patients can ‘show by their well-being that they are help MeDic 


Colt or Filly ? 


Dr. L. Kitroe (Rochdale) writes: Dr. Hobart Nixon in his lett Amerk 
(Journal, Dec. 16) appears to have overlooked one gift whid Venere 
Rocksand displayed in the remarkable performance he is c Humar 
with in that communication—namely, female impersonation ; other Notes 
wise, how could a colt compete in and win the Oaks? 


The Young Married Doctor 
Dr. A. W. N. Drurtr writes: The letter on the young maffi Lin 
doctor (Sept. 23, p. 419) prompts me to add a: further statememhG, A. 
that it is not only the junior hospital officers who are denied, ame, D. 
will be denied, the privilege of living with their families, but # G. } 


senior officers too. In practically all hospitals (a small percentag i J. 0 
being excluded) no accommodation is made for the wife of a semidiy Vv 
, Officer, and I regret to say that even in the modern hospitals, bu 

“just before the war, the resident surgical officer is given one 

room like the other junior house officers, and maybe expected WENg. 4 
hold that appointment for anything up to two years or more. 
certainly time ‘that hospital authorities provided better “ living 
accommodation for its “ ecu ” house officers and, if necessal 

their wives. 
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